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Although the idea of utilizing a machine to 
temporarily take over the function of the heart 
and lungs has occupied the efforts of surgeons and 
physiologists for well over a generation, the experi- 
mental fulfillment and clinical application of this 
idea are less than five years old. Until recently the 
interior of the heart remained the only region in 
the body inaccessible to operative treatment. With 
the successful application of pump oxygenators a 
variety of intracardiac operations have now become 
regularly scheduled procedures in many centers. 





Figure 1 

Right—The assembled pump and oxygenator. The vertical 
mixing tube, inclined debubbler and helical reservoir in 
water bath are shown linked to the main pump. On the 
shelf beneath can be seen the cardiotomy return unit. 


Above—A newer version of the pump which was used in the 
clinical application of the oxygenator. It has a much 
larger capacity than the pump at right. 

Pump oxygenators or heart lung machines in 
use today are generally of three types, the bubble 
oxygenator, the screen or disc oxygenator and the 
membrane oxygenator. It is the purpose of this 
report to record a preliminary series of consecutive 
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animal experiments carried out during the con- 
struction and testing of an oxygenator of the 
bubble type. It may be stated that all three of the 
above-mentioned methods can and are being em- 
ployed successfully today; however our choice ot 
the bubble oxygenator was primarily based on the 
economy of its construction and the fact that one 
of us (M.C.) had previously had extensive ex- 
perience with this type of unit during its develop- 
ment and clinical application at the University of 
Minnesota. 
Description = 
As the name would indicate the unit consists of 
two main components, a pumping unit linked with 
an oxygenating apparatus (Fig. 1). The pump em- 
bodies an explosion-proof one-third horsepower 
motor which activates a pump head through which 
pass two blood circuits, arterial and venous. The 
blood in each circuit is propelled by a series of oscil- 
lating steel fingers which sequentially compress the 
circuit tubing propelling the blood in a unidirection- 





al manner. The pump is designed to be occlusive, and 
thus within wide limits of line resistance, the pre- 
set flow rates will remain constant. This eliminates 
the necessity for flow meters (which generally 
cause considerable turbulence) and at the same 
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time will assure adequate flow through small can- 
nulae of high resistance as are necessary in infants 
and young children. The pump rate is varied (to 
achieve a wide range of flows from 100 to 5000 cc. 
per minute) by a clutch-type of speed changer 
which is interposed between the motor and the 
pump. 

The oxygenator portion is entirely constructed 
of autoclavable plastic tubings. Essentially it has 
three component parts. Venous blood, which is 
drawn by gravity from the venae cavae, is pumped 
to a vertical mixing tube where oxygen is gently 
bubbled through the blood (and carbon dioxide 
diffuses out). From the top of the mixing tube the 
fully oxygenated blood is delivered to an inclined 
chamber in which the blood foam is debubbled by 
coming in contact with a non-toxic chemical agent 
which alters the surface of the foam so as to elimi- 
nate the bubbles. From the debubbling chamber 
the blood is delivered by gravity to a spiral of 
plastic tubing termed the helix reservoir. Here, 
physical forces eliminate any remaining bubbles, 
and also by providing a variable column of oxy- 
genated blood, this reservoir serves as a safety 
mechanism, should any disproportion occur be- 
tween the blood entering the machine and that 
leaving it. The helix reservoir is kept immersed in 
a warm water bath which is thermostatically con- 
trolled to keep the blood at body temperature. 
Finally, after passing through a stainless steel 
blood filter, the oxygenated blood is returned to 
the patient by the second or arterial limb of the 
pump head. 

When operating within the open by-passed heart 
there are variable quantities of blood which enter 
the heart through the coronary sinus or through 
bronchial collateral channels. Under certain cir- 
cumstances this blood may be of considerable 
volume and therefore it is usually suctioned to a 
separate plastic chamber, from where it is returned 
to the venous side of the pump oxygenator by a 
smaller auxiliary pump of similar design. All the 
tubing leading to and from the patient are also 
made of plastic and are hemorepellant. Wherever 
connections are necessary in the various circuits, 
they are effected with stainless steel connectors 
whose internal surface is polished to a mirror 
finish. These connectors are so designed as to 
avoid any abrupt changes in diameter of the circuit 
tubings, a factor which readily leads to blood tur- 
bulence with fibrin and platelet deposition. 
Experimental Aspects 

Twenty-six adult mongrel dogs (see Table 1) 
which were free of disease and had been main- 
tained on a good kennel diet* were utilized in this 
study. All procedures were consecutive operations, 
no animal being excluded from the series because 
of technical or human errors which are inevitable 
during the early phases of such a study, when cer- 


*PARD—Generously donated by Swift Canadian Co. Ltd. 
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tain aspects of the equipment were make-shift ang 
when anaesthetic personnel were not available. 
The first nine experiments were performed under 
such circumstances, the anaesthesia being obtaineg 
by repeated intravenous injections of pentotha! 
sodium and respirations maintained by a mechani- 
cal respirator. In the latter two-thirds of the series. 
members of the Anaesthesia Department joined the 
team to acquire familarity with the procedure, 
simultaneously providing considerable anaesthetic 
improvement. 


From the anaesthetic viewpoint the aim through- 
out a perfusion was to keep the animal in as light 
a plane of anaesthesia as possible and to avoid 
myocardial depression. Premedication with mor- 
phine which had been used in the first portion ot 
this series was therefore discontinued as it was 
felt that it might contribute to delayed recovery, 
The fasting animal was first induced with a small 
dose of 2.5% solution of intravenous pentothal. 
Intravenous succinyl choline was then given in a 
dose of 1 mgm/kilogram body weight, following 
which endotracheal intubation was effected. the 
tube being connected to a circle type anaesthetic 
machine. A mixture of nitrous oxide and oxygen 
(3:1) was then administered by manual ventilation. 
At this point 1/100 gr. of atropine was _ usually 
given intravenously. The anaesthesia was main- 
tained by this gas mixture supplemented by small 
doses of pentothal and succinyl choline. Just prior 
to the cardiac by-pass an additional dose of pento- 
thal and relaxant is given to carry the animal 
through the perfusion during which time the gas 
mixture is discontinued. At the conclusion of the 
by-pass controlled respirations with nitrous oxide: 
oxygen mixture were restarted. Reflexes and spon- 
taneous respirations were usually re-established by 
the end of the chest closure. 

The animals weighed between 10 and 23.6 kilo- 
grams. The flows employed were with few ex- 
ceptions comparable to those used clinically vary- 
ing from 50 to 60 cc. per kilogram body weight per 
minute. One perfusion was carried out at 2 con- 
siderably higher flow (80 cc. per kilo per minute) 
primarily to test the efficiency of the debubbling 
apparatus. 

The period of cardiac by-pass varied from 10 to 
50 minutes, averaging about 32 minutes. The per- 
fusion times were varied primarily because in those 
instances where intracardiac procedure was carried 
out (e.g. suture of an Ivalon patch to the ventricu- 
lar septum) this was usually accomplished in about 
fifteen to twenty-five minutes; however, where 
perfusion only was performed, the duration was 
usually extended to thirty minutes or beyond. The 
one case in which the procedure was terminated 
after ten minutes represents a failure of technique 
wherein a break occurred at a connector in the 
arterial line with loss of such quantities of blood 
as would prevent continuation of the experiment. 
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Table I 
Total 
Duration of Perfusion Duration of 

Dog Weight Flow Operative Cardiotomy Time Cardiac Arrest 

No. Kilos ecs/min Procedure (mins) (mins) (mins) Result 
61 15.9 800 P 0 20 0 D 

41 13.3 670 P 0 20 0 D 
1 15.0 750 P 0 25 0 LTS. 
32 10.0 500 P 0 30 0 L.T.S 
71 11.6 580 P.A. 17 27 0 L.T.S 
10 10.0 500 P 0 10 0 D 

24 11.6 580 P.V. 15 30 0 D 

56 10.5 525 P.V. 12 25 0 LTS 
54 118 600 P.A. 15 50 0 D 

25 15.9 800 P.A, 25 33 19 L.T.S 
49 12.3 625 P.V. 10 27 0 L.T.S 
5 20.0 1000 PV p. 9 24 12 D 
6 16.4 825 P.Vp. 12 30 15 D 

22 11.8 600 P 0 30 0 D 

26 10.9 550 P 0 20 0 L.T.S 
38 10.9 550 P.V. 10 25 0 L.T.S 
15 13.2 660 P.V. 10 35 13 LTS 
27 21.4 1070 P.V. 11 35 20 L.T.S 
20 14.5 725 P.A. 10 30 14 L.T.S 
55 23.6 1250 P 0 40 0 L.T.S 
68 12.7 1080 P.A. 12 30 20 L.T.S 
33 12.3 940 P.V. 15 25 18 L.T.S 
63 11.8 700 P 0 30 0 L.T.S 
41 14.6 820 P 0 30 0 LTS 
59 12.0 650 P.Vp. 15 30 14 LTS 
5A 11.8 600 P 0 35 0 L.T.S 





CODE: 
P — Perfusion only. 
P.A. — Perfusion with auriculotomy. 
P.V.— Perfusion with ventriculotomy. 


P.V.p. — Perfusion with ventriculotomy with mock patch. 


D.— Postop Death. 
L.T.S. — Long term survivor. 


It will be seen that perfusion without cardiotomy 
was carried out eleven times in this series. 

In fifteen animals the heart was opened. In ten 
instances this consisted of a wide right ventricul- 
otomy, in the remaining five the right auricle was 
opened. The duration of cardiotomy varied from 
nine to twenty-five minutes with an average of 
about fifteen minutes. 

In nine instances complete cardiac arrest was 
induced by the injection of a 24%% solution of 
Potassium Citrate into the root of the aorta fol- 
lowing application of a vascular clamp to the 
ascending portion of the aortic arch. The heart was 
maintained in asystole and without coronary per- 
fusion for periods varying from twelve to twenty 
minutes. In all cases a spontaneous beat was re- 
established; however in four cases the onset of 
ventricular fibrillation necessitated the employ- 
ment of an electrical defibrillator to restore an 
effective beat. This was accomplished readily as, 
in all instances, the cardiac work load was being 
assisted by prolonging the perfusion until a normal 
beat had been restored and cardiac activity was 
considered adequate. 

The results in terms of long-term survivors indi- 
cate between a 75 and 80% success rate. In light 
of the fact that this figure includes all experiments 


from the very beginning of the project and that the 
success rate is usually diluted by the necessity of 
trial and error, this is to be considered a very 
passable figure. Reference to publications of others 
who have utilized the bubble oxygenator simply 
as a method of by-pass without the added feature 
of cardiotomy or elective arrest would indicate that 
this long-term survivor rate is an acceptable one. 

More significant however is an analysis of the 
causes of those instances where survival was not 
achieved. Only one animal (No. 22) succumbed 
during the procedure itself. This occurred during 
the chest closure, and the cause was quite clearly 
a very rapid injection of a new undiluted heparin 
neutralizing drug (Polybrene)+ which is known 
to induce marked hypotension and cause cardiac 
arrest unless it is given slowly and in much di- 
minished concentration. Three animals (Nos. 61, 
10, 5) died in the early post-operative period (with- 
in 24 hours) likely due to extensive central nervous 
system damage. One of these (No. 10) was the 
animal mentioned above which suffered a massive 
air embolism secondary to a break in the arteriai 
line during the perfusion. In the second animal 
(No. 5) with C.N.S. damage, both carotids had been 
previously ligated when the animal had been used 
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for an experiment concerning another project, and 
this was overlooked at the time he was selected 
for the cardio-pulmonary by-pass. It is entirely 
possible that inadequate cerebral perfusion because 
of the carotid ligations contributed to the centrai 
nervous system damage which was manifest in the 
immediate post-operative period. The third animal 
(No. 61) which died of central nervous system 
damage probably suffered air embolism because 
during the early part of this study the debubbling 
portion of the apparatus was not functioning ef- 
ficiently during the latter part of the perfusion. 
A fifth death (No. 6) was the result of an anaes- 
thetic error in which the animal received a double 
dose of Anectine and this animal died four hours 
postoperatively, never regaining adequate spon- 
taneous respirations. It should be indicated paren- 
thetically that dogs are unusually sensitive to this 
type of relaxant. Three additional animals (Nos. 
47, 24, 54) died of intrathoracic bleeding with or 
without concomitant pneumo-thoraces which is a 
reflection of inadequacies in our technique and 
deficiencies in post- operative management. As a 
general rule the chest tube was withdrawn within 
fifteen to thirty minutes following the conclusion 
of the procedure and when cursory auscultation 
of the chest indicated that the lung was fully 
expanded once the animal had assumed spontan- 
eous respirations. 

As will be noted from the accompanying table 
the last twelve consecutive perfusions were all suc- 
cessful and in seven of these a cardiotomy was 
performed, while in half of them a cardiac arrest 
was induced. It was this latter group of animals 
which provided us with the justification to carry 
the apparatus to clinical trial. 

In summary, the experiments consisted of « 
series of twenty-six consecutive animals of which 
77% were long-term survivors. Fifteen intracardiac 
procedures were carried out utilizing elective car- 
diac arrest in nine cases. 


Case Report 
Hosp. No. B-20077 
Master E.C. 

The patient was a male child aged 2 years at 
the time of his first visit. The past history indi- 
cated that he was the product of a normal gestation 
and manifested no gross abnormality at birth. 
There was no history of cyanosis at any time. A 
heart murmur was noted by the attending phy- 
sician about six weeks after birth. In infancy he 
was very irritable, ate poorly and was a little slow 
to stand and walk alone. He was first seen for his 
cardiac condition at the age of twenty-two months. 
The history at this time indicated that respiratory 
infections had been a frequent problem. However, 
the predominant complaint which the parents had 
was that he was small and seemingly under de- 
veloped for his age. Examination revealed a small 
thin pale-looking child with no obvious clubbing 





or cyanosis. There was a moderate bulge of the 
pre-sternal area. A harsh Grade IV systolic mur. 
mur was audible over the lower left sternal border 
and radiated to the entire precordium. A systolic 
thrill could be palpated over the lower sternaj 
area. Blood pressure was noted to be 100/60 and 
the femoral vessel pulsations were easily felt. 
Fluoroscopic examination on this first visit disclosed 
a cardio-thoracic ratio of 8.4/14, with moderate 
cardiomegaly (Fig. 2). It was difficult to decide at 
this examination which ventricle was enlarged. 
The oesophagus was displaced slightly posteriorly 
indicating mild but definite left atrial enlargement. 
The pulmonary artery segment was not unusually 
prominent; however, the pulmonary vasculature 
markings were definitely enlarged. The aorta was 
not conspicuous. Electrocardiograms done at this 
initial visit were suggestive, but not diagnostic of 
any chamber enlargement. From these findings a 
defect of the ventricular septum was suspected and 
in light of the growth failure, cardiac catheteriza- 
tion was advised. 

The boy was not seen again until a year later at 
which time he had gained 2% pounds. His mother 
considered him normally active, however, he re- 
mained quite irritable. Clinical findings at this 
time were essentially unchanged, and growth fail- 
ure was quite evident. Cardiac catheterization was 
again advised. 

In December of 1957 he was admitted to St. 
Boniface Hospital and a right heart catheterization 
was carried out (See Table II). 


Table II 
Pressure 
Chamber Oxygen Content (Vol. %) (mms. Hg) 
Low right atrium 13.2 -- _ 
High right atrium 13.0 -- - 
Inferior vena cava 12.2 —- _ 
Low right ventricle 15.1 - - 
High right ventricle _.. 15.1 -- 35/0 
Right pulmonary artery 14.4 — 25/10 
Left pulmonary artery - 14,2 — 23/8 
Femoral artery 16.4 (95% saturation) 


The results of this study confirmed the presence 
of a septal defect at the ventricular level with a 
calculated left-right shunt amounting to 60% of the 
pulmonary flow. The pressures suggested a mini- 
mal pulmonary stenosis which however was not 
considered to be hemodynamically significant. 

The child was seen again in December of 1958 at 
which time he was five years old and weighed 32 
Ibs. Surgery was advised and arrangements were 
made for admission early in February of 1959. The 
clinical findings at this time were essentially the 
same as they had been at the time of the cardiac 
catheterization which had been carried out a yea! 
previously. 

On February 7, 1959, the child was taken to the 
operating room and prepared for surgery. Pre- 
medication consisted of atropine only (1/100 gr). 
The child had been visited frequently in the few 
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Figure 2 
Fluoroscopic views showing cardiomegaly with slight left 
atrial enlargement rather marked right ventricular en- 
largement and increased pulmonary vasculature. 

days preceding surgery so as to permit him some 
familiarity with the anaesthetist. Otherwise the 
anaesthetic technique was quite similar to that 
used in the animal laboratory. The muscle relax- 
ant used was gallamine triethiodide (Flaxedil), the 
atropine-like effect of this drug offering some pro- 
tection against cardio-vagal reflexes. The doses of 
these drugs were in proportion to body weight. 
Extreme care was exercised to avoid any bouts of 
anoxia or fall in blood pressure secondary to anaes- 
thetic myocardial depression. During the cardio- 
pulmonary by-pass period the lungs were gently 
inflated about every 30 seconds to avoid any areas 
of atelectasis. 

Following the induction of anaesthesia, a cut- 
down was performed in the saphenous vein in the 
left groin and the right common femoral artery 
was isolated and cannulated with an appropriate 
plastic catheter. Attention was then directed to 
the chest and the heart was exposed through a 
midline sternotomy incision which extended from 
the suprasternal notch down through the xiphi- 
sternum. The pericardium was opened, and in- 
spection revealed the pulmonary artery to be al- 
most twice the size of the aorta. A thrill could be 
palpated in the region of the outflow tract of the 
right ventricle and was transmitted out into the 
branches of the pulmonary artery. The patient at 
this point was heparinized (1.5 mgms/kilo) and 
cannulae were introduced into the superior and 
inferior venae cavae through the wall of the right 
atrium. At the same time, the heart lung machine 
was primed with four bottles of heparinized blood 
which had been warmed to body temperature. The 
aorta was isolated from the pulmonary artery and 
freed in such a manner that it could be cross- 


clamped approximately one inch above the aortic 
valve in order to permit the perfusion of the coron- 
ary circulation in the event that elective cardiac 
arrest was deemed advisable. The arterial and 
venous cannulae were then connected to the heart 
lung machine and the patient was placed on cardiac 
by-pass, by cross-clamping the superior and inferior 
venae cavae which had previously been looped 
with umbilical tape. A flow of approximately 980 
cc. per minute was being delivered by the pump 
oxygenator in order to maintain the circulation 
during the intracardiac procedure. 


Stay sutures were placed in the right ventricle 
which was incised widely from just below the pul- 
monary valve down towards the diaphragmatic 
border of the heart. The interior of the right ven- 
tricle was carefully inspected and the defect was 
found to lie high in the membranous septum just 
beneath the septal cusp of the tricuspid valve. It 
measured roughly 8 mm. in diameter and appeared 
to have good fibrous edges. At this point it was 
thought advisable to induce cardiac arrest in order 
to reduce the amount of blood which was losi 
through the defect whenever the aortic valve was 
rendered incompetent by the intracardiac manipu- 
lations. Therefore, 14 cc. of two and one-half pex 
cent Potassium Citrate were injected in the root 
of the aorta following its cross-clamping approxi- 
mately one inch above the aortic valve. The heart 
went into complete arrest in about 30 to 45 seconds 
and the operative field became quite dry. The 
defect was then again visualized and taking care to 
avoid damage to the aortic valve, three sutures 
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were placed for closure of this defect. The left side 
of the heart was then filled with saline by placing 
a small cannula through the defect and the sutures 
were tied after all air had been extruded. At this 
point the clamp was removed from the aorta and 
in approximately 30 seconds a good beat became 
apparent. This was re-inforced by adding 5cc of 
Calcium Chloride solution to the reservoir of the 
pump oxygenator. Because there was a suggestion 
of a mild degree of pulmonary stenosis in the 
cathet2rization data attention was now directed to 
the pulmonary valve. No significant pulmonary 
stenosis could be demonstrated either in the out- 
flow tract or at the site of the pulmonary valve. 
Therefore closure of the cardiotomy was carried 
out with a running suture throughout its entire 
length. Just as the closure of the cardiotomy was 
being completed, the superior and inferior venae 
cavae were released to expel any remaining air 
from the right side of the heart. When it was felt 
that a good beat had been established and the 
color of the myocardium appeared satisfactory, the 
by-pass was discontinued and the patient allowed 
to carry on on his own circulation. 

The total intracardiac operating time was approxi- 
mately 20 minutes and the child was on cardiac 
by-pass for approximately 22 minutes. The child 
reacted immediately and was maintained in a light 
plane of anaesthesia during the closure of the 
chest. The superior and inferior venae cavae were 
decannulated and the openings in the right atrium 


repaired. Chest tubes were introduced into the 
mediastinum for drainage, the sternum was wired 
and the skin sutured in the usual fashion. The 
right femoral artery was then repaired and a good 
peripheral pulse was immediately obtained. The 
blood pressure at the time of closure of the cardj- 
otomy was approximately 90/60 and very quickly 
rose to about 120/80. The patient was taken to 
the Recovery Room and placed in a humidified 
oxygen-rich atmosphere and observed carefully. A 
pneumo-thorax was apparent on the right side and 
this was treated by closed thoracotomy and did not 
present any further difficulty. The post-operative 
course was essentially uneventful except for the 
development of a wound infection in the pre- 
sternal area which was drained on the eighth post- 
operative day. The previously apparent murmur 
and thrill have completely disappeared and a car- 
diac catheterization is planned in the future to 
confirm the closure of this defect and re-assess the 
hemodynamics on the right side of the heart. 


Conclusion 

The experimental aspects in the construction and 
application of a bubble oxygenator for intracardiac 
surgery have been discussed. Its clinical appli- 
cation to a case of ventricular septal defect is 
presented. 

The authors wish to take this opportunity to express their 
appreciation to Rev. Sr. Daigle and the operating room staff 
for their generous cooperation which contributed immeasur- 
ably to the success of this project. 
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Prognosis in Acute Peripheral Arterial 
Occlusive Disease 


Sheldon G. Sheps, B.Sc. (Med.), M.D. 

Department of Medicine and Cardiology, 

The Manitoba Clinic, 790 Sherbrook Street, 
Winnipeg 2, Manitoba 

Confusion and disagreement concerning the choice 
of therapy for patients with acute peripheral ar- 
terial occlusion are readily understandable. Many 
patients compensate so effectively for an acute 
obstruction that they do not seek medical attention. 
Among patients who do consult physicians, the 
majority recover without specific therapy. Many 
factors, other than the specific therapy employed, 
influence the ultimate result. Acute myocardial 
infarction, pulmonary embolism, congestive heart 
failure, renal insufficiency, or a cerebral vascular 
accident may complicate the clinical picture and 
cause a fatal outcome. Many patients have pre- 
existing peripheral arterial occlusive disease that 
limits the efficacy of collateral circulation. The 
therapeutic problem is often increased because 
some patients have associated conditions that pre- 
clude anticoagulant therapy, such as a bleeding 
peptic ulcer, and may be in shock, which favors 
the propagation of intravascular clot. Whether the 
direct surgical relief of acute arterial obstruction 
is preferable to anticoagulant therapy has not been 
definitely established. In addition, the use of lytic 
agents in the dissolution of arterial thrombi is still 
in the stage of experiment. It is for these many 
reasons that there has been, as yet, no agreement 
as to an optimal plan of therapy. 

With these reservations clearly in mind, data on 
the course of acute peripheral arterial occlusion 
was obtained in order that a frame of reference 
be available within which specific therapy might 
be evaluated. The immediate and long-term out- 
come of 75 patients with acute arterial occlusion 
of the lower extremity who were admitted to the 
Beth Israel Hospital in Boston during the six and 
a half year period ending December 31st, 1955, and 
necropsy material on nine patients with a clinical 
diagnosis of acute arterial occlusion were re- 
viewed. Appropriate historical information, as well 
as changes in pulsation, color, temperature, and 
sensory and motor modalities were all utilized in 
alriving at a clinical diagnosis. Traditionally, acute 
arterial occlusions were classified according to 
whether the obstruction is caused by an embolus 
or thrombus. Although it was often clear that the 
obstruction was embolic in origin, it was not pos- 
sible to make this decision with any assurance in 
many patients in this study. Therefore, neither 
the etiology nor the source of each acute obstruc- 
tion was distinguished and all such episodes were 
classified as “acute arterial occlusions.” 


Clinical Findings 

Among the 75 patients, 38 were men and 37 
women; all were white. The average age on 
hospital entry was 62.6 + 12.8 years (standard 
deviation). Although the population was somewhat 
older than that reported in other comparable series, 
there was no evidence that this influenced the 
mortality rate or the incidence of amputation. 

The 75 patients in this series sustained a total 
of 79 recognized arterial occlusions at their first 
hospital admission; 71 of these occurred in the 
femoral system and 8 were diagnosed as acute 
obstructions of the aortic bifurcation. 


SURVIVORSHIP FOLLOWING ACUTE PERIPHERAL ARTERIAL OCCLUSION 





CUMULATIVE PERCENTAGE 
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YEARS FROM INITIAL HOSPITAL DISCHARGE 
Figure 1 


Outcome of Initial Hospitalization in Acute Peripheral 
Arterial Occlusion. 


The outcome of the initial hospitalization is 
shown in figure 1. Fifty-nine patients (79%) sur- 
vived the initial hospital stay. Sixteen patients 
(21%) died in the hospital; five within 24 hours, 
and the remainder within six weeks after the onset 
of symptoms. Eleven of the survivors sustained a 
major amputation. Four of those who died in the 
hospital also had a major limb resection i.e., 20% 
of the entire group sustained a major amputation. 
Among the eight: patients with occlusion of the 
aortic bifurcation, five survived without embo- 
lectomy or amputation. Therefore, among these 
patients with acute leg artery occlusion, the threat 
to life (21%) was at least as great as the threat to 
limb (20%). This was particularly true during the 
first 24 hours of symptoms during which 31% of 
the deaths occurred. These deaths were caused by 
thrombo-embolic phenomena to visceral organs, 
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congestive heart failure, acute myocardial infarc- 
tion and renal failure. Peripheral ischemia, per se, 
Dlayed no discernible role in the mortality. 

The incidence of clinical, laboratory and thera- 
peutic factors that may have influenced survival 
was analyzed (Table 1). There was no significant 
difference between survivors and non-survivors. 

Table I 


Acute Peripheral Arterial Occlusion 
Clinical Factors in 75 Cases 


Systemic factors Per Cent 
I sn oeetccnce ces 88 
Atrial fibrillation —. eouietes sentctans 56 
Coronary heart disease _______......... & 
Congestive heart failure —............. seve ae 
Hypertensive heart disease pois tetladestecdopncce a 
Vara heert Coe TT ..... BW 
Diabetes mellitus —...... : os iapieneellessesale 68 
Cerebral vascular accident PERT EteT Oe eee ae 31 
Local factors 
Pre-existing arterial occlusive disease -................. 56 
Acute thrombophlebitis = eee AN a 30 


Although a factor in a particular patient may be 
of such magnitude and duration that the likelihood 
of a fatal outcome is clear, this type of quantita- 
tive information could not be obtained from a 
retrospective analysis of the available data in a 
sufficient number of patients. In the entire group 
there was a high incidence of serious heart disease, 
diabetes mellitus and cerebral vascular accidents. 
Evidence of pre-existing arterial occlusive disease 
and acute thrombophlebitis was often noted. Anti- 
coagulant therapy, embolectomy, vasodilator drugs 
and chemical and surgical alterations in autonomic 
tone were not utilized by the individual physicians 
in a uniform fashion, and their therapeutic efficacy 
could not be established. 
Necropsy Data 

Nine complete necropsies were performed on 
patients who died in the hospital at the time of, 
or subsequent to, an acute arterial occlusion of 
the lower extremity. Eight of these patients 
showed cardiac enlargement associated with coron- 
ary artery or valvular heart disease. Six patients 
had mural thrombi in the cardiac chambers. Seven 
had recent or old systemic arterial thrombo-embol- 
ism, and four had pulmonary emboli. The ninth 
patient, in whom the clinical diagnosis of heart 
disease had been made, showed instead massive 
pulmonary emboli of varying age. These patho- 
logic data confirm the clinical evidence of the high 
incidence of cardiovascular disease and the multi- 
plicity of thrombo-embolic phenomena among the 
patients who succumbed. 
Survivorship 

Follow-up information was obtained on all but 
three of the 59 patients who survived their initial 
episode of acute arterial occlusion and were dis- 
charged from hospital. Eight of these 56 patients had 
had a lumbar sympathectomy and three an embo- 
lectomy prior to discharge. One patient received 
prolonged anticoagulant therapy. None of the 


patients had reconstructive arterial surgery. No 
evidence was available from this limited study that 
sympathectomy, embolectomy or prolonged anti- 
coagulant therapy played any role in the long-term 
results. The proportion of amputees among the 
survivors (19%) was similar to that reported in 4 
number of published series, so that this group 
was not atypical in this regard. Therefore, the 
follow-up data provide an important control group 
for long-term evaluation of proposed therapeutic 
procedures. 

The information available concerning the 56 
patients following the termination of their initial 
hospitalization and to the fifth anniversary of their 
discharge was analyzed by the life table technique 
(Fig. 2). To obtain a reasonable frame of reference 


GUTCOME OF INITIAL HOSPITALIZATION IB 
ACUTE PERIPHERAL ARTERIAL OCCLUSION 





79% SURVIVORS 





Figure 2 
Survivorship following Acute Peripheral Arterial 
Occlusion. 


for evaluating the survival of our population, the 
survival rates derived from the New England life 
table for 1949 to 1951 adjusted for age, sex. and 
race were applied to the sample. The calculations 
yielded an expected five year survival rate of 
82 + 7% (standard error) for the general popula- 
tion. However, the estimated five year survival 
rate of the patients was only 46 + 8%. This in- 
creased estimated mortality presumably is related 
to the presence of serious systemic disease among 
the 56 survivors. 

Nine of the 56 patients sustained twelve additional 
clinically recognized episodes of acute arterial 0c 
clusion in a lower extremity, during the five yeal 
follow-up period. By means of a “multiple decre- 
ment life table” it was estimated that one-quarte! 
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of the 56 patients would sustain at least one re- 
currence of an acute occlusion in a leg artery in 
this period. There is nothing in the data to suggest 
that recurrences had a greater tendency to occur 
early or late in the follow-up period. Further, there 
were among the 56 survivors, one acute brachial 
artery occlusion, one acute mesenteric artery oc- 
clusion, ten cerebral vascular accidents, and ten 
acute myocardial infarctions. These observations 
represent 22 additional episodes of clinically recog- 
nized possible thrombo-embolic phenomena among 
these 56 patients. : 

In addition, 98 legs removed at the Beth Israel 
Hospital because of unremitting rest pain or 
gangrene, were studied by means of injection of 
the arteries with the Schlesinger radio-opaque 
mass, dissection with the aid of a roentgenogram, 
followed by histological examination of certain 
areas. This study revealed that all but five of the 
limbs had varying amounts of old arterial occlusion 
and narrowing. Moreover, half of these limbs 
demonstrated one or more fresh occlusions. These 
were usually multiple in location — often distal to 
the most proximal clot, or beyond old occlusion or 
stenosis. The clinical diagnosis of acute arterial 
occlusion was made in only half of these limbs 
with fresh occlusions. Clinical acumen was related 
directly to the amount of fresh occlusion i.e., if the 
total amount of fresh occlusion was greater than 
ten cm. in length, the clinical diagnosis of acute 
occlusion was made in 94%, if it was less than five 
cm., only 10% were diagnosed. Fresh occlusion 
alone was found in only five of the 98 legs. In 
these instances, fresh occlusions were greater than 
22 cm. in length. 

Discussion 

It will be appreciated that acute arterial occlusion 
in a peripheral artery usually represents but one 
episode punctuating a progressive or recurrent 
process, characterized by an accumulation of dis- 
seminated vascular occlusive incidents. In the early 
phase following an acute peripheral arterial occlu- 
sion, it is clear that the threat to life is at least 
as great as the threat to limb. Thus any diagnostic 
or therapeutic procedure that is designed to save 
a limb, but that increases the risk to life, is not 
justified. This is particularly true during the first 
24 hours of symptoms when 31% of the deaths 
occurred. As a corollary to this, there is a high 
spontaneous recovery rate from the acute episode, 
including those with acute obstruction at the aortic 
bifurcation. 

There is ready agreement that in the treatment 
of acute peripheral arterial occlusion, all systemic 
factors that increase the disparity between local 
blood supply and demand should be corrected. 
Thus, anemia, heart failure, shock, electrolyte im- 
balance and infection should be promptly treated, 
and thermal, chemical and mechanical trauma 
should be avoided. In the selection of more specific 
therapy agreement is not so universal. There is as 


yet no statistically sound clinical study indicating 
the superiority of embolectomy, autonomic block- 
ade, anticoagulants or induced fibrinolysis in the 
management of the acute phase. 

When the maximum improvement afforded 
by normal compensatory mechanisms has been 
achieved, and the general condition of the patient 
has become stable, reconstructive arterial surgery 
has a place in the treatment of residual disabling 
ischemia secondary to acute arterial occlusion. 
However, the indications for arterial grafting in 
patients who recover should be decided on an indi- 
vidual basis. Many of these patients are more 
disabled by angina or congestive heart failure than 
by intermittent claudication. The overriding con- 
siderations will be the degree of residual ischemia, 
the technical feasibility of the surgical procedure 
and the general health of the patient. 

A sudden worsening in claudication or the 
appearance of rest pain without clear evidence of 
acute occlusion nevertheless indicates the presence 
of fresh clot in a limb which is the seat of old 
occlusive disease. In view of the high recurrence 
rate of acute peripheral arterial occlusions as well 
as the high incidence of generalized thrombo- 
embolism, the use of ambulatory anticoagulant 
therapy for the prevention of further clotting in 
the leg and elsewhere in the circulation, would 
appear to be justified. 

Finally, it will be appreciated that most of these 
patients have serious heart disease. Thus, the 
long-term management of some patients with acute 
arterial occlusion may encompass a medical and 
surgical attack on the diseased heart itself. On the 
assumption that the high incidence of atrial ar- 
rhythmias may have a causal relation to embolic 
phenomena, it appears justified to attempt to 
maintain a normal sinus rhythm in patients with 
paroxysmal! arrhythmias by the use of digitalis and 
quinidine. Despite the attendant hazards, it may 
be desirable when patients are on anticoagulant 
therapy to attempt to convert fixed arrhythmias 
by the use of quinidine. Although not yet ade- 
quately evaluated for this purpose, mitral valve 
surgery or excision of the left atrial appendage 
alone have already been attempted as prophylaxis 
against recurrent systemic embolization in patients 
with rheumatic heart disease. 

Summary 

The course of acute peripheral arterial occlusion 
outlined here, provides a basis for the evaluation 
of procedures recommended for the prophylaxis 
and treatment of ischemia. 

1) A patient hospitalized with his first acute 
arterial occlusion in a leg has a one in five chance 
of dying in hospital, and an equal risk of losing 
his limb. 

2) The survivor has only a one in two chance 
of living five years, and a one in four chance of 
sustaining another acute arterial occlusion in a leg 
during that time 
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3) The causes of death and disability are 
primarily related to thrombo-embolism throughout 
the cardiovascular system. Acute occlusion of a leg 
artery usually reflects but one episode punctuating 
this progressive or recurrent process. It represents, 
in essence, an emergency in which the threat to 
life is at least as great as the threat to limb. Thus, 
any diagnostic or therapeutic procedure that is 
designed to save a limb but that increases the risk 
to life, is not justified. This is particularly true 
during the first 24 hours of symptoms. Peripheral 
ischemia, per se, does not influence the mortality, 
and there is a high spontaneous recovery rate from 
the first obstruction. 

4) Embolectomy, when considered in relation to 
the total clinical problem, leaves much to be de- 
sired as the treatment of choice in the acute phase 
of the occlusive process, although its efficacy in 
individual cases is well documented. Fibrinolytic 
agents may in time have a place in the early treat- 
ment of acute arterial occlusion. Bypass grafting 


is of value in the management of residual ischemia. 

5) Anticoagulant therapy, although not ideal, 
appears to offer promise of the greatest overal] 
benefit with the least risk. This is particularly true 
for the prevention of recurrent thrombo-embolic 
episodes in the leg or elsewhere in the circulation, 

6) The role of drugs in preserving or producing 
a normal sinus rhythm and the role of remedia] 
cardiac surgery in diminishing the recurrence of 
systemic arterial emboli, remains to be evaluated, 

Appendix 

This work was carried out under the guidance 
of Dr. Stanford Wessler and with the invaluable 
assistance of Dr. Mindel C. Sheps and Dr. M. 
Gilbert. 

The original data will be found in the paper by 
Stanford Wessler, M.D., Sheldon G. Sheps, MD, 
Marvin Gilbert, M.D., and Mindel C. Sheps, M. D,, 
entitled “Studies in Peripheral Arterial Occlusive 
Disease,” which appeared in Circulation, Vol. XVII, 
pp. 512-525, April, 1958. 
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Dermatitis of the Orifices 


Arthur R. Birt, M.D. 
Assistant Professor of Medicine (Dermatology) 
University of Manitoba 

The everyday problems in dermatology are 
those presented by the very common forms of 
dermatitis that we encounter in our daily practice, 
such as seborrhoea, psoriasis, eczema in its acute 
and chronic forms, and localized neurodermatitis. 
The problems of diagnosis and treatment of these 
common types of dermatitis are particularly con- 
fusing when they involve the various body orifices, 
and pseudo-orifices. Skin conditions involving the 
specialized, and usually busy apertures in our 
integument tend to be grouped into symptom-com- 
plexes like otitis externa, blepharitis, cheilitis, 
pruritis vulvae and pruritis ani, and they are very 
often treated by specialists who restrict their prac- 
tice to certain anatomic areas, such as the oto- 
rhinolaryngologist, the ophthalmologist, the gyne- 
cologist, and the proctologist. As general prac- 
titioners you are in the fortunate position of 
regarding the individual as a whole; and you 
should be particularly aware of the importance of 
considering the skin as a unit when you are 
attempting to diagnose and treat dermatitis that is 
restricted to certain localized areas of the body. 
A brief consideration of the commoner forms of 
dermatitis and the manner in which they affect the 
various body orifices should help us to rationalize 
our therapy of these troublesome skin conditions. 


Read at the Second Annual Meeting of the College of 
General Practice in Winnipeg, April 14, 1958. 


Seborrhoeic Dermatitis 

Seborrhoea is essentially a diathesis affecting the 
skin, and it indicates an increased oiliness in those 
areas supplied by a profusion of sebaceous glands. 
Seborrhoeic dermatitis, which can appear on this 
type of skin may manifest itself as, (1) a scaly 
erythematous eruption occurring most frequently in 
the scalp, eyebrows, mid line of the chest and pubic 
region. The scales are apt to be greasy and yellow. 
(2) A moist fissured erythema that may involve the 
body flexures. Seborrhoeic dermatitis may affect 
any of the body orifices, and it is the commonest 
underlying factor in dermatitis of these areas. 
The scaly erythematous type of eruption is found 
commonly in the external auditory canal, the upper 
eyelids (Fig. 1, 2) and the naso-labial folds. The 


a 
“ 





Figure 1 
Scaly, seborrhoeic dermatitis involving the external 
auditory canal. 
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Figure 2 
Scaly, seborrhoeic dermatitis involving the eyelids. 


moist fissured erythema is found more often in the 


umbilicus, the genito crural region, and the gluteal. 


cleft (Fig. 3). Seborrhoeic dermatitis on the body is 
practically always associated with seborrhoea 
capitis. 


Figure 3 
Moist, erythematous, fissured, seborrhoeic dermatitis 
involving genito-crural region. 


The drugs most frequently used in the treatment 
of seborrhoeic dermatitis are sulphur, mercury, 
salicylic acid and ichthyol (sulphur bituminate). As 
a general rule all seborrhoeic lesions are benefitted 
by use of soap and water and are made worse by 
the application oils. It is important in all cases 
to shampoo the scalp frequently, and if necessary 
to use applications on the hair such as selenium 
sulphide, or mercury bichloride lotion. The local 
lesions may be treated with ointments containing 
3-5 per cent of sulphur, mercury, salicylic acid or 
ichthyol. Be sure not to use sulphur and mercury 
in the same prescription. If there is a superimposed 
acute dermatitis, it should be treated appropriately 
before the more heroic measures necessary for the 
control of seborrhoeic dermatitis are applied. 


Psoriasis 

Psoriasis is characterized by sharply circum- 
scribed areas which are covered by dry silvery- 
white scales. The lesions have a predilection for 
the scalp and the extensor surfaces of the arms and 
legs. When the flexures are involved psoriasis 
presents itself as a salmon red plaques with very 
little scaliness. Psoriasis is usually not itchy, but 
when it involves the orifices it is often asymmetri- 
cal in distribution and may be superimposed on a 
localized neurodermatitis. It is found commonly 
in the external auditory canal, the umbilicus, 
genito-crural region and the gluteal cleft (Fig. 4 
and 5). Nail changes occur frequently in psoriasis 


Figure 4 
Plaque of psoriasis involving external ear, and scalp 
above the ear. 


Figure 5 7 
Psoriasis of the umbilicus. 
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and manifest themselves as tiny pits in the nail 
plate, and (or) by detachment of the distal end of 
the nail, which loses lustre. In doubtful cases of 
psoriasis involving the orifices, the finding of nail 
changes, or the presence of small lesions on the 
scalp, elbows, or knees will help to confirm the 
diagnosis. 

The treatment of the psoriatic patient should 
start with a very frank discussion of the problem 
involved. It should be pointed out that psoriasis 
usually improves in the sunshine, and gets worse 
in the winter; that it is apt to be aggravated by 
obesity, alcohol and worry; and that it can be 
treated with a good chance that the lesions will 
disappear, at least temporarily. It should also be 
emphasized that the lesions may recur, and that the 
same treatment often does not work a second time. 
Ammoniated mercury ointment or salicylic acid 
ointment applied twice daily is usually my first 
choice for local therapy. These applications are 
relatively clean. Tar ointments may be used later. 
Occasionally troublesome plaques of psoriasis in 
the orifices can be removed with small doses of 
superficial x-ray therapy. This type of treatment 
should not be repeated often, and it is important 
that it be given by someone who not only under- 
stands x-ray therapy, but also the other methods 
of treating psoriasis. 

Eczema 

The nomenclature of the eczematoid eruptions 
is most confusing and there is no unanimity con- 
cerning it. For our purpose we may consider 
eczema to be a method of reaction of the skin, and 
not a disease entity. It is the manner in which the 
skin may react to a multiplicity of agents. In the 
acute form eczema is characterized by erythema, 
swelling, vesiculation with oozing and scaling. In 
the chronic form eczema has papules, thickening 
and lichenification. Both forms may be primarily 
or secondarily infected and show crusting. 

Acute eczema usually takes the form of a contact 
type dermatitis. It may be caused by allergic 
sensitization to a wide variety of contactant 
materials, including locally applied medications, 
or it may be caused by the primary irritant effect 
of chemical substances. Both acute and chronic 
eczema commonly involve the orifices. It is con- 
venient to consider the further diagnosis and treat- 
ment of eczema of the orifices together. 

The treatment of eczema is essentially the same 
regardless of the area involved. It is important to 
keep the treatment bland, and to restrict the forms 
of medication to a few with which you are 
thoroughly conversant. Simple wet dressings, such 
as liquor aluminum subacetatis, one teaspoonful to 
the pint of cool water for the non-infected lesions, 
and Dalibour lotion B. P. C., one teaspoonful to the 
quart of hot water for crusted lesions, are helpful 
to control exudation and remove debris. They 
should be applied for 20-30 minutes about four 
times a day. Other local applications should be as 


—— 


non-irritating as possible, taking care to avoid 
drugs that might secondarily sensitize the affecteg 
areas, such as ointments containing “Caine” deri. 
vatives, antihistamines, furacin and the sulphas, 
Hydrocortisone applied locally is often useful. It 
is interesting that there is no apparent arithmetic 
relationship between the amount of hydrocortisone 
used and the results obtained. Often very smal] 
amounts of hydrocortisone will produce very excel- 
lent results, and more economically than with the 
stronger commercially prepared products. A usefy] 
ointment can be prepared by incorporating 40-80 
mgms. of hydrocortisone acetate into a water 
miscible ointment base. If the inflammation js 
very acute, as much as one half an ounce of water 
may be added for each ounce of ointment base. In 
the presence of crusting the addition of vioforme, 
250 mgms. to the ounce is usually very beneficial. 
Soaps and cosmetics should be kept off the affected 
areas during treatment. 


Otitis externa, or eczema of the ear canal is often 
superimposed on a seborrhoeic diathesis. It is prac- 
tically never caused by fungi, but is usually 
secondarily infected by bacteria, including Pseudo- 
monas aeruginosa. It is important to reduce the 
cleansing of the canal to a minimum and to advise 
the patient not to scratch with hair pins and 
matches. Ointments and oils should not be intro- 
duced into the canal. Very often good results can 
be obtained by the use of ear drops containing 
polymixin sulphate, neomycin sulphate and hydro- 
cortisone. At the same time the external ear should 
be treated in the same manner as for eczema in 
other areas. A hexachloraphene soap may be 
prescribed to help control secondary infection. 

Eczema of the eyelids is usually a contact type 
of dermatitis. If it is caused by an airborne con- 
tactant such a paint, a spray used as an insecticide, 
a deodorant or a hair lacquer, or the dust from a 
flake soap or a detergent, the lesions may involve 
the eyelids alone (Fig. 6), or may affect other 





Figure 6 
Contact type dermatitis of eyelids caused by the 
primary irritant effect of flake soap and 
detergents. 
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exposed parts of the skin such as the face, neck 
and arms. It may also be caused by direct contact 
with allergens like eyedrops, mascara, nail polish 
and wooden matches. Nail polish dermatitis on the 
eyelids may be accompanied by a patchy erythe- 
matous eruption on the side of the neck where the 
hand is held when resting or sleeping. If the 
dermatitis is caused by the dust from flake soaps 
and detergents, it is important to instruct the 
patient to stand well back when shaking this 
material into water. 

Eczema may also affect the external nares and 
the ano-genital regions. In the acute form it is 
usually produced by medications applied to these 
areas. Pruritis ani often takes the form of a 
chronic infected eczema, which may then spread 
forward to involve the genitalia. Cleanliness is 
important and is achieved best by the use of wet 
dressings, rather than by the use of soap and water. 
It is important to instruct the patient to use a soft 
toilet tissue after bowel movements, and to be sure 
that no small particles are left that will set up a 
scratch reflex with subsequent trauma to an 
already damaged tissue. If itchiness is uncontrol- 
able, mild sedation should also be prescribed. 
Localized Neurodermatitis 
(Lichen simplex chronicus) 

Localized neurodermatitis consists of a circum- 
scribed, lichenified, or papular plaque in the skin 
caused by scratching, and perpetuated by scratch- 
ing. In most patients a single area is affected. It 
often involves the orifices. It may be found in the 
external ear or on the upper eyelid and it is a very 
common form of pruritis ani, puritus scrotae and 
pruritus vulvae (Fig. 7). It is usually asymmetrical 
in its distribution. 





d : Figure 7 
Lichen simplex chronicus as a form of pruritis and note 
the localized thickened plaque to the right of the 
anus. 


Anything that will stop the patient scratching the 
affected area will cure localized neurodermatitis. 
Hydrocortisone acetate, 1 to 2% per cent in a lotion 
or ointment is probably the most useful local appli- 
cation for this type of dermatitis. It should be 


applied lightly three or four times a day. Often 
antihistamine creams will control the itchiness in 
localized neurodermatitis. This is one of the very 
few indications for the local application of anti- 
histamines. 

It is also advisable to prescribe some mild seda- 
tion until the tendency to scratch has subsided. In 
selected resistant cases, small doses of superficial 
x-ray will often thin out the affected area and 
produce a cure. This should only be done with the 
safeguards mentioned previously. 

Two common forms of dermatitis that involve 
the orifices and that are commonly misdiagnosed, 
and therefore mistreated are perleche and monili- 
asis. 


Perleche 

Perleche is a low grade intertriginous inflam- 
mation at the angles of the mouth. It is often mis- 
diagnosed as avitaminosis B and many of these 
patients receive large quantities of Vitamin B, by 
mouth and by injection without benefit to the 
dermatitis at the angles of their mouth. The lesion 
occurs practically always in patients with dentures, 
and usually dentures that they have had for a long 
time. With the recession of the gums that takes 
place over a number of years, the patient develops 
what the dentists call “too close a bite,” with an 
unusual folding of the skin at the angles of the 
mouth (Fig. 8 and 9). These folds become moist 





Perleche at as uae of the mouth. 

and present an ideal condition for the growth of 
bacteria and monilia. Local treatment will not 
permanently control this dermatitis unless the 
underlying condition is corrected. 
Moniliasis 

Cutaneous moniliasis must be considered as a 
possible diagnosis in cases of ano-genital pruritus 
and intertrigo. Clinically monilial intertrigo is 
characterized by well defined weeping, dusky red 
lesions with scalloped borders. The presence of 
satellite flaccid vesico-pustules tends to confirm 
the diagnosis (Fig. 10). Unfortunately the signi- 
ficance of the finding of Candida albicans in a 
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Figure 9 
Perleche, showing folding of the skin at the angles of 
the mouth due to malocclusion. 





Figure 10 
Cutaneous.moniliasis in a diabetic. 


vaginal discharge or form an intertrigo is difficult 
to assess. C. albicans may be present normally on 
the skin, and its role may, or may not, be entirely 
saprophytic. Certainly, there has been a marked 
increase in ano-genital pruritus and genito-crural 
intertrigo from which monilia can be recovered 
since the advent of the oral use of the broad 
spectrum antibiotics. In all cases of ano-genital 
pruritus it is wise to take a careful history of the 
ingestion of antibiotic drugs. It is generally felt 
that all patients with moniliasis should be con- 
sidered as potential diabetics and that studies 
should be made to establish their metabolic status 
in that regard. Monilia may also be increased in 
the vaginal tract during pregnancy. 

A common error in the management of monilia] 
intertrigo is to regard the vesico-pustules as indi- 
cation for systemic antibiotic treatment. Wet 
dressings of liquor aluminum subacetatis, or 
alibour lotion for 15 or 20 minutes twice daily 
followed by the application of ointments containing 
undecylenic acid or propionic acid usually produces 
a good result. Propionic acid may be used as a 
jelly to insert into the vagina. During its use, 
douching should be discouraged, and the medica- 
tion should be continued through two menstrual 
periods. Gentian violet is still an efficient, but 
rather messy way of treating monilial infections. 
The early enthusiasm for the new antibiotic, myco- 
statin, seems to be waning. 

This brief resume of some of the commoner forms 
of dermatitis affecting the body orifices does not 
include all forms of dermatitis that affect these 
areas. However, it does include the majority of the 
problems encountered there in daily practice. Your 
results will improve in the management of these 
common problems if you continue to look at the 
whole patient and to keep your treatment as simple 
as possible. 
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Talking With Patients 
Brian Bird, M.D. 
Western Reserve University, Cleveland 

Any patient who comes to a doctor deserves to 
be looked at with the broadest kind of vision, to 
have turned on him, if even for a few moments, 
the full power of the doctor’s diagnostic technics. 
And of all the many technics the doctor has at his 
disposal, none comes even close in effectiveness to 
the skillful use of words — the words of the patient 
and the words of the doctor. 


Modern drugs, although truly remarkable and 
although becoming rapidly more remarkabie, have 
still not outmoded talking. Nor even surpassed it. 
In fact, surprising as it may seem, the opposite is 
true: the importance of talking actually increases 
along with the increased effectiveness of drugs. 
And for two reasons. One, the more specific a drug 
is, the more precise its use must be. Consequently, 
the more dangerous its misuse can be. And the 
primary safeguard against such a danger is skillful 
talking. The second reason why modern medicine 
calls for skill in talking is that with the organic 
aspects of so many illnesses coming rapidly under 
control, their psychological aspects stand out more 
prominently. And in order to resolve psychological 
problems, talking is essential. 

For these and other reasons, as I am sure most 
doctors will agree, increasing the effectiveness of 
talking is very much worth-while. Of course, not 
all doctors will agree. Some doctors, although 
admitting its usefulness, believe that everyone al- 
ready knows how to talk. This is not quite true. 
All that is true, is that everyone knows the words. 
Putting words together for special medical pur- 
poses is quite different. Talking of that kind 
requires study and experience. And while every 
doctor undoubtedly improves his talking technic 
as he goes along, probably no doctor uses it to its 
full extent. 

Perhaps of first importance in increasing success 
in talking is to have clearly in mind what talking 
is supposed to do. And because different ways of 
talking do different things, it is not a bad idea for 
the doctor to know which aim is which. 

Somewhat arbitrarily, talking can be said to have 
four aims: Diagnostic, Explanatory, Exploratory, 
and Therapeutic. 

Iam going to describe each of these and illustrate 
all four with the case of a patient whose illness 
was cancer of the breast. 

1. Diagnostic Talking 

The aim in diagnostic talking is simply a matter 
of assembling a factual history of the patient’s 
disease. As a rule, this kind of talking is carried 
on by question and answer, and is organized into 


various subjects: entrance complaints, present ill- 
ness, family history, past history, marital history, 
and review of systems. What it amounts to is the 
routine history-taking that is an essential part of 
the study of every patient. Such a history takes 
very little time and only cursory coverage. Doing 
it is simple. A nurse can often do it. It can even 
be done over the phone. 

That is how it usually is — the fewest number of 
words that will clinch the diagnosis. 

But that is not necessarily how it should be. The 
doctor does not have to feel that he must get rid 
of every patient the moment the diagnosis is 
pinned down. Nor need he feel compelled to talk 
only about what the patient comes in for. Rather, 
he can use the diagnostic talk as a wonderful 
jumping-off place for a general survey of the 
patient. Let’s say a patient comes in with a con- 
junctivitis or a sprained wrist or a sore throat. Once 
the presenting problem is cleared up, why not sit 
back a minute and say, “Tell me how you've been.” 


Don’t forget, many patients who come in for a 
cut or a sprain or an itch will say nothing about 
weight loss or pain or bleeding. They secretly hope 
the doctor will find out for himself. And he should. 
And the way to do it is not to look only where the 
patient points. 

Let me illustrate this by telling about my garage 
man, a man I admire very much. One day I left 
my car with this man to have the door handle 
fixed. A very simple job. When I returned for the 
car later, he came up to me and said, “Your motor 
sounded so bad I had the boys tune it up.” I 
thanked him and paid him, and then I asked, 
“What was wrong with the door?” He looked 
surprised and then said, “Oh, hell, I forgot all 
about it.” 

In a way, a doctor should feel free to do the 
same: to listen to the patient’s motor even if the 
patient comes in with a broken nose. In the case 
of my car, I was a little annoyed. But I knew it 
was more important to have the motor running 
well, and I knew that sooner or later the garage 
man would get around to fixing the door. 

In the case of disease, even its severity should 
not stop the doctor from looking for other, perhaps 
less obvious things. Even if he finds out im- 
mediately that a patient has cancer or heart failure, 
there is no reason not to lend an ear to the patient’s 
general condition. In effect, there should be no 
such thing as a routine diagnostic history. No mat- 
ter how routine the case may seem, the doctor 
should allow himself the freedom to sniff around 
spontaneously for additional clues. And he should 
know that he does not have to hurry the patient 
up, or cut him off, once the diagnosis becomes 
obvious. It is here, right in the beginning, that the 
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groundwork is laid for all future study and treat- 
ment. The more thorough and skilled this part of 
talking is, the easier it will be to treat the patient 
right. 

In the case I am using for an illustration, there 
seemed to be a very obvious and simple history. 
No more than a few minutes seemed needed to get 
it down on paper. 

The patient was a 38-year-old divorced white 
woman with one child. A registered nurse, she was 
currently employed in private-duty nursing. Her 
past history and family history were unremarkable. 
Her entrance complaint was a lump in her breast 
which she herself had discovered. Realizing the 
importance of quick action, she had reported her 
discovery to the surgical clinic immediately. 

The whole thing was simple, short, and obvious. 
Or that is how it appeared to be. 

2. Explanatory Talking 

Now for the explanatory aim in talking. This is 
the talking that explains the illness to the patient 
and tells the patient what ought to be done. 

This aim, like the first, is usually simple and 
straightforward. The patient is told he has so-and- 
so and is given such-and-such a drug. In more 
complex cases, a patient may need to have a diet 
explained to him, or to be told how to measure 
fluids or urine or food. In other cases, a particular 
procedure or an operation may be advised and 
need to be explained. 

As a rule, such talking goes right down a straight 
line with few twists or turns. The main principle 
to be followed is, the simpler, the better. And it is 
a good principle except for one thing — brevity 
and bleakness are not the same as simplicity. An 
explanation should always be sufficient. And to be 
sufficient, two requirements must be met: (1) the 
patient must know what the doctor is talking about, 
and (2) the doctor must know what the patient is 
thinking about. 

The only way to find these things out is to ask 
the patient. Some doctors ask, “Are you sure you 
understand?” or “Is it all clear?” Which is perfectly 
all right, except that a patient may mumble “yes” 
even when he does not understand a word. And if 
the patient says “no,” the doctor is likely to ask, 
“What don’t you understand?” Which is all right, 
too, except that most patients who don’t under- 
stand, don’t understand enough to say what it is 
they don’t understand. 

So, rather than asking a patient whether he 
understands, or asking what he does not under- 
stand, why not ask what he does understand—ask 
him to give his own account of the explanation, to 
repeat what he has just been told. In this way the 
doctor can quickly spot inaccuracies and correct 
them. 

Having satisfied himself that the patient under- 
stands the explanation, the doctor still has one 
more thing to do—to find out what the patient 


thinks about it. In particular, the doctor should 
try to discover any feelings and fantasies that may 
keep the patient from understanding and accepting 
the doctor’s treatment. 

Some doctors do this by asking. “Are you 
worried?” or “What are you worried about?” or 
“Would you like to get another opinion?” 

There is nothing wrong with this, either, except 
that many patients will immediately deny being 
worried at all, or will not even know that they are 
worried. So, by and large, it is best not to challenge 
a patient with “Are you worried?” but to assume 
that he is worried although he does not quite know 
what about. The doctor can say, for example, “Tell 
me how it sounds to you.” Or/and “Tell me what 
your thoughts have been while I was talking.” Or, 
even more directly: “I think you must have heard 
quite a bit about this disease. Could you tell me 
some of your ideas about it.” 

The difference between these two methods was 
demonstrated to me one day when I asked a 
patient, “Were you scared when you learned you 
had tuberculosis?” The patient said “no” and 
seemed to mean it. I then asked, “What did you 
think when you heard it?” With much feeling, he 
replied, “I thought everybody died of tuberculosis.” 

The important thing in all explanations is to help 
the patient put into spoken words not merely his 
obvious fears, of which he may have only a few, 
but as well his secret fears and fantasies. If this 
can be done, treatment will be on a more secure 
basis. If it cannot be done, trouble may brew. 

An example of the importance of explanatory 
talking came up in the case of a little girl, a 
girl who as the result of an accident had a per- 
manent shortening of one leg. The orthopedist 
recommended to the mother that the other leg be 
shortened to match. He explained in detail why 
this should be done, explained it many times, but 
the mother stubbornly and inexplicably refused to 
let her daughter have the operation. 

Finally the orthopedist asked me if I weuld try 
to talk the mother into it. So I did. And talking 
her into it was easy. It was easy, perhaps. because 
psychiatrists are used to looking at things from a 
peculiar point of view — the point of view secretly 
held by everyone. Another advantage psychiatrists 
have is that they are expected to say unusual 
things; so when they say them, nobody is surprised. 

Practically all I had to say to this woman was: 
“It must seem kind of dumb to you for this surgeon 
to want to operate on your girl’s good leg. On the 
bad leg, yes. But the good one — how crazy!” 

The woman’s face lit up with an expression of 
complete understanding, and she said that that was 
exactly how she felt. Then, without much help 
from me, she talked for half an hour about how 
beautiful and strong and useful her daughter’s good 
leg was. Among other things, she told me how she 
had taught her daughter to stand and to sit in order 
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to show the good leg off. And how to roller-skate 
on her one good foot, pushing with the crippled 
one. On and on this mother went, through a pitiful 
list of cherished assets that were being threatened 
by the surgeon. It was no wonder she would not let 
him operate. But, after talking awhile, she did. 
No sooner had she run through all her bothersome 
feelings than she began to talk on her own initia- 
tive about the operation. And, much as she hated 
it, she began to recognize its essential benefit. 

What had happened was that talking had made 
her rational. She had not been rational until now, 
simply because she had had nothing to reason with. 
Reasoning needs concrete ideas. Her objections 
had all been so vague she hardly knew what they 
were — they had no substance, no form, no solid 
quality whatever. Helping her put her objections 
into words immediately changed them into a form 
that could be judged and weighed and compared, 
and she was able very quickly to come up with 
the right answer. 

Another example of the value of explanatory 
talking was the case of the patient with cancer of 
the breast. In her, it was demonstrated by the fact 
that very little talking was done. At the time, it 
did not seem necessary. Only later was its value 
apparent. 

The explanation this patient got was brief and 
direct. The surgeon told her that, sure enough, she 
did have a lump in her breast and it certainly 
should be operated upon right away. He then went 
on to explain that the usual procedure was to 
biopsy the lump and, if it turned out to be malig- 
nant, to go right ahead with a widespread removal 
of the breast. 

The patient’s reaction to this was simply to nod 
and ask no questions. And because she was a 
nurse, no further explanation seemed necessary. 
So without any fuss, the patient was admitted and 
operated upon. The tumor did prove to be malig- 
nant, and a radical was done. 

After the operation, a further brief explanation 
was given to the patient. She was told that the 
tumor was well localized and had not spread, and 
that the wide removal which had been done should 
prevent recurrence. 

As before, this explanation seemed to be per- 
fectly satisfactory. The patient said practically 
nothing and did not even ask whether the tumor 
Was cancerous. 

At first everything seemed to go well. The 
surgeon visited daily and, while changing the 
dressing, spoke briefly to her. “Hcw are you?” or 
“It’s coming along the way it should.” When after 
a few days the wound would not heal and slough- 
ing seemed inevitable, he told her, “It’s a slow 
business, and some of this skin will have to come 
away. But this is not unexpected.” 

All in all, the patient’s case was very ordinary. 
Except for one thing. This patient, who in the 
beginning had been a cheerful, outgoing, friendly 


person, was now almost completely silent and in- 
active. She slept poorly and ate poorly; she never 
smiled or talked; she took no interest in visitors or 
phone calls or even in herself. 

At first it was thought she was simply unhappy 
and distressed about losing her breast, or was 
affected by some electrolytic imbalance connected 
with surgery. But she steadily grew worse, and 
her wound became worse too. 

3. Exploratory Talking 

At this point it became imperative to do some 
exploratory talking. Exploration is somewhat dif- 
ferent from diagnosis. Exploration calls for a much 
broader search, and has the aim of finding the 
place of the illness in the patient’s life. It is not an 
assembling of facts but a discovery of all possible 
influences, pressures and side issues that might 
have a bearing on the illness. The important thing 
is that in order for this aim to work well, it 
should be unbiased, open-ended, and almost gul- 
lible. That is, nothing should be regarded as im- 
possible, or not worth-while, or not applicable. No 
matter how impossible, or even how contradictory 
a relationship may at first seem, it must be fol- 
lowed up. One should particularly look for secrets, 
hidden facts, omitted history — and, most of all. the 
patient’s feelings. 

In the case of this cancer patient, exploratory 
talking meant going into her family situation, re- 
studying the onset of her illness, and seeking out 
not only the secret thoughts she had about cancer 
but about the treatment she had received. 

Here are a few examples of what was discovered. 
With some jifficulty, because at first she was in no 
mood to talk, she told about her marriage. It had 
worked out so badly that she had divorced her 
husband. Although the divorce helped, it left her 
with a young son to support. Because she had to 
work, she had boarded him out with various people 
and thus he had not had much of a childhood. Now 
that she was sick and possibly going to be laid up 
or going to die, she wondered what would happen 
to him. Sometimes she thought it would be terrible 
for him if she died, but at other times she thought 
it would be good for him to be rid of her. Thus 
she did not know whether to die or to get better. 

Another discovery had to do with her work. For 
several years she had nursed in a chronic hospital. 
There she had seen many patients die of cancer, 
including cancer of the breast. Their cancerous 
lesions were very vivid in her mind — so vivid, in 
fact, that she made a point of not looking at her 
own wound because if hers looked like theirs, she 
would know she was dying. 

The next avenue of exploration led to the 
patient’s present illness. With some encourage- 
ment, she described the onset in more detail. 


Shamefacedly, she admitted discovering the lump 


not a few days before reporting it, but several 
months before. When asked why she had not re- 
ported it immediately, she was at first evasive, and 
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then said that she had — she had reported it to her 
family physician. This doctor, who had known her 
all her life and considered her to be neurotic, had 
given her a very brief examination. After no 
more than a minute, he had told her he could feel 
nothing in her breast and that the whole thing was 
her imagination. With a pat on the back, he had 
sent her on her way. 

Because she had so much faith in this doctor, she 
waited several months before doing anything more. 
Finally, however, she became so worried that she 
had to do something. This time, instead of going 
back to the family doctor, she reported directly to 
the surgical clinic. There, out of respect for the 
family doctor, she lied to the surgeon, telling him 
she had discovered the lump just a few days 
before. 

The next topic explored was the operation itself. 
Exploration was begun by asking the patient to 
tell all about her course in the hospital—what had 
happened to her, all about it, including the simple 
and seemingly unimportant details. After talking 
awhile, the patient said there was one thing she 
was a little bit confused about: the surgeon, in 
explaining the procedure beforehand, had said it 
would all be done in one operation. He would start 
with a biopsy, he said, and if study of the sections 
showed the tumor to be malignant, he would go 
right ahead and extend the operation into a radical 
mastectomy. On the other hand, if it was just a 
cyst, she would be back on the ward very quickly. 
As a result of this exploration, the patient went to 
surgery with one question uppermost in her mind: 
would her breast be gone when she woke up? 

And this was what confused the patient. When 
she woke up, the breast was there. She could feel 
it; there was merely a simple dressing on it. Her 
tremendous and seemingly justified relief did not 
last long, however. Half an hour later a nurse 
came along and spoiled the whole thing by telling 
her that a radical would have to be done the next 
day; it had not been done at the time because of 
an overcrowded schedule. The patient, in reporting 
this incident, could only say that she thought it 
was an unfortunate occurrence. 


Another discovery resulting from this exploratory 
talking was that the patient had rather hoped, 
because she was a nurse and had formerly worked 
at the hospital, that she would have a private 
surgeon. She was somewhat disappointed to find 
that she had been operated on by a resident. 

And in the same mild way she was disappointed 
that the wound had sloughed and that a skin graft 
would have to be done. 

These explorations, and others, all suggested that 
the patient had a number of things to be very 
angry at. But no such feelings came out. Even 
telling the story brought up no anger. And most 
importantly, she did not improve. 

So the fourth aim in talking became necessary. 


4. Therapeutic Talking 

The aim of therapeutic talking is directed not at 
finding out about the patient and what has hap. 
pened to him, but at helping the patient find out 
about himself. Specifically, it consists in helping 
the patient to discover his hidden feelings and to 
bring these feelings not only to light but into words 
so that they can be expressed and talked about and 
related to their cause. 

Bothersome feelings are certain to occur when- 
ever anything important happens to a person, 
especially something like illness or treatment of 
an illness. He is bound to have some emotional 
reaction. He cannot do otherwise. Anger. fear, 
guilt, pleasure, pride — something must be there. 

Very often, however, these emotional reactions 
are suppressed — suppressed perhaps only a little, 
just enough so that although the person knows he 
is guilty or scared or angry, he keeps his mouth 
shut, and his mask on, and won’t let on he feels a 
thing. That is bad enough. But it is not nearly as 
bad as when he suppresses his feelings so hard that 
even he himself does not know he is frightened or 
angry. This is much worse. 

And it can go further still — to the point of 
suppressing even the recollection of the event that 
caused the reaction. 

Why is this bad? Why should it not be good to 
blot out uncomfortable feelings? For one reason 
only: they cannot be blotted out entirely. They 
remain present even though unrecognized. And 
why is this bad? For two reasons. One, it takes a 
lot of bodily energy to suppress feelings. It is not 
done cheaply. It is a real expense. Two, these 
feelings, when suppressed, have a way of pushing 
and pushing and coming out in some other way. 
Unknowingly, the person distorts his suppressed 
feelings and then brings them out into the open in 
a disguised form. These disguised expressions of 
feelings are often pathological and are much more 
harmful to the patient than the real thing. Typical 
instances of this are such pathological reactions as 
depression, doubting, and phobias. A depression, 
in addition to hiding a feeling of loss, always has 
beneath it a strong but secret anger. Pathological 
doubting is just as certainly hiding a secret sense 
of guilt. A phobia always conceals a strong temp- 
tation to do something wrong. 

The most satisfactory way of getting hold of 
these hidden troublemakers is for the doctor to 
suspect they are there and then to go after them 
—to talk with the patient in such a way that 
gradually the patient will be able to recognize he 
has these feelings and to put them into words. The 
benefit of putting feelings into words can hardly 
be stated too strongly. Feelings without words are 
like moisture in the air. Moisture is there all right 
—somewhere—but it cannot be seen, it is hard to 
measure, and it cannot be dipped up or bottled or 
drunk. It is simply not concrete. Putting feelings 
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into words is like precipitating moisture. Precipi- 
tated moisture can be bottled, or even frozen. and 
in this way brought into a controllable, usable form. 
Putting vague feelings into words is like precipi- 
tating them; it binds them and limits them and 
puts them into a form that can be organized and 
controlled and reasoned with. The power of words 
to do this is tremendous. 

But doing it is not easy. The doctor, in order to 
help, must talk with the patient about very un- 
pleasant things. He must tell the patient exactly 
what kind of unpleasant feelings the patient has, 
and it must be done over and over again and from 
many different angles. It must be repeated until 
the patient himself can recognize these feelings, 
and recognize as well the persons toward whom 
these feelings are directed. 

In the case of the cancer patient, her hidden 
feelings became obvious to others as soon as the 
facts surrounding her illness were brought to light. 
It was certain, for instance, that she hated her 
family doctor for minimizing the lump. But it was 
just as certain that she felt guilty about hating 
him. It was obvious that she was very angry with 
the resident surgeon who operated upon her — he 
had deceived her with his two-stage operation; he 
had done a poor job that led to a slough; and, 
moreover, he was a resident, not a private surgeon. 
In addition, there were many half-hidden feelings 
about her son and about cancer patients. 

But all the angry, guilty, and hopeless feelings 
she had about these people were hidden from her. 
She did not recognize she had them. In fact, she 
denied emphatically having them, even when it 
was suggested to her. 

So this was a real challenge for therapeutic 
talking: to help the patient find and experience 
the feelings which appropriately she should have 
had as a reaction to the many traumatic happen- 
ings in her life. 

This therapeutic talking was begun by asking the 
patient how she felt about all these things. When 
the most she could find was “disappointment,” she 
was told rather bluntly that she must hate her 
family doctor, perhaps even want to kill him. And 
when she protested in horror at this suggestion, 
she was told that she was afraid to hate him be- 
cause he had been so kind to her all her life and 
because he was really a good man. She was told 
that it would be easier for her to hate a bad man 
—that hating a good man made her feel guilty. 
Gradually, with these explanations to help her, the 
patient could sense little fragments of her anger, 
not to the point of hatred but to admitting, “Well, 
I guess I was a little annoyed” or “He’s such a nice 
man, it wouldn’t be right to hate him.” 

Even this much progress brought about con- 
siderable improvement in the patient. But there 
was still more to be done. This was to help her 
Tecognize the angry feelings she had toward the 





surgeon. And this was not easy. The patient simply 
disagreed when told she was angry with him, she 
simply shook her head and said it wasn’t so. The 
next approach was to explain to the patient that 
she could not let herself get angry because she 
would seem ungrateful—after all, the resident had 
operated free and she had had a chance to go to 
a private surgeon. This much she could allow 
herself to see, but still she denied feeling anger. 
Finally she was told that she would not let herself 
get angry because she was afraid the anger would 
show — afraid she might tell the surgeon she hated 
him, afraid she would get completely out of con- 
trol. With this explanation the patient agreed, and 
in a tentative, apologetic way she said that maybe 
she did feel a little angry. Then, still denying very 
much anger, she told a number of things that she 
had been half-thinking about the resident surgeon. 
One thought was that it would serve him right if 
she died — she had a kind of day-dream that the 
surgical society would come down on him, find him 
incompetent for the mess he had made of her, and 
take away his surgeon’s status. Another fantasy 
was that perhaps she did not have cancer at all, 
that maybe the resident just wanted practice, as 
he took her back up to the operating room the next 
day and did the radical. As a part of this fantasy, 
she day-dreamed of stealing the frozen sections and 
having them examined by someone who would 
then confirm her suspicion. 

Even as she spoke these crazy-sounding words, 
the hateful but hitherto vague ideas behind them 
began to lose their force. The patient perked up, 
smiled again, and became much more friendly with 
the resident surgeon. Within a very few days her 
depression lifted and she was able to tell him to 
go ahead with the skin graft. 

Experiences of this kind are among the most 
rewarding in all medicine. At least, they are re- 
warding to those doctors who use talking in this 
way. Not all doctors do, however. Some doctors, 
in fact, are firmly convinced that patients get 
worse, not better, when they talk about how they 
feel. These doctors, because of this conviction, do 
everything possible to keep their patients from 
talking. I would like to give two examples of how 
this can be done. 

Here is how one doctor does it. This doctor 
talks to his patients very briskly. He never pauses. 
Pauses, he says, invite talking. As long as he keeps 
talking, he has few interruptions. So he never 
stops until he is through. Then, in order to fore- 
stall an inviting lull at the end, he rises to his feet 
while he is still explaining. This gives the patient 
the idea it is time for him to leave. To make this 
indication even more foolproof, the doctor reaches 
for the patient’s hat and coat. If the patient shows 
any sign of hesitating, this doctor goes even further 
and says jovially, “Here, let me help you on with 
it.’ This maneuver, he claims, almost never fails 
to move the patient out of the office quickly. 
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And here is another doctor’s method. He begins 
his interviews by saying, “I have exactly fifteen 
minutes to spend with you. There are certain 
things I have to ask you and tell you. so please 
don’t interrupt until I’m through. When I’m all done, 
you can use whatever is left of the fifteen minutes 
to talk to me.” So, watching the clock carefully, 
this doctor keeps talking the full fifteen minutes. 
Then, pointing to the clock, he says, “Oh, too bad, 
our fifteen minutes are gone.” Almost invariably, 
he claims, the patient will hurry off without a 
word. 

Doctors who practice this way are often so at- 
tached to their method that I would never think 
of suggesting they give it up. But for doctors not 
so convinced, I do suggest it. 

I suggest strongly that doctors do give their 
patients all kinds of freedom to talk — to put into 


the clearest possible words their vague ideas, 
fears and opinions, to report openly other doctors’ 
miraculous cures— or failures— to sing the praises 
of the chiropractor who cures everyone, to recite 
with pride the home remedies that werk so well, 
to whisper the fear of dying the way Aunt Jane 
died. 

In my opinion, it is only in this way, by putting 
such crazy ideas into words, that patients can grasp 
hold of them and realize how silly they are. 

Doctors should take warning, however, about one 
thing. This method may end up with the patient 
doing more talking than the doctor. To some doc- 
tors this may seem a hardship. However, it is not 
at all improper. In fact, a useful rule of thumb is 
that the more hidden ideas the doctor can draw out 
of the patient, the less talking he will find himself 
doing. 


Bacteriology 
—S ES Ea EE 


Present Status of Neurotropic 
Virus Diseases* 
J. C. Wilt, M.D., M.Sc., F.A.C.P. 


Virus infections of the central nervous system 
are diagnosed etiologically by the clinician on the 
basis of the many symptoms and signs that dif- 
ferentiate meningitis, encephalitis and myelitis; 
this differentiation is based on the premise that 
certain viruses have a predilection for special sites 
in the central nervous system, for example, Polio- 
virus for the anterior horns of the spinal cord. 
Since the combination of meningitis, encephalitis, 
and myelitis occurs frequently, it is sometimes dif- 
ficult to determine the primary or main anatomical 
target; also with the discovery of so many new 
viruses in recent years, each capable of producing 
disease in any one or more of these sites, a specific 
diagnosis becomes even more difficult. 

The neurotropic viruses can be divided into two 
groups. Those that are primarily neurotropic have 
a greater tendency to affect nervous tissues; the 
secondary group of viruses primarily infect other 
organs, but occasionally the central nervous system 
is involved. 

Table 1 
Primary Viral CNS Infections 
I. Arthropod-borne Encephalitides 
1. Equine Encephalitis 
(a) Western 
(b) Eastern 
(c) Venezuelan 
. St. Louis 
. Japanese B. 
. Murray Valley fever 
5. Russian spring summer 
II. Rabies 
III. B. Virus 


IV. Lymphocytic choriomeningitis 
V. Poliomyelitis 


POD 


VI. Coxsackie 
VII. Orphans (Echo) 


*Presented to the Manitoba Medical Association, October 
9th, 1958. 


The first group of Arthropod-borne Encephalitis 
viruses shown in Table 1 produce encephalitis 
and occasionally encephalomyelitis. The only one 
identified in this region is Western equine en- 
cephalitis which occurs in epidemic cycles, during 
the summer; the arthropod vector is the mosquito, 
the main reservoir of virus is probably small birds 
with man or horse being accidental hosts. Rabies 
and B virus are animal viruses, Rabies being en- 
demic in carnivorous animals and the B virus in 
monkeys. Both diseases are transferred to humans 
occasionally from animal bites or scratches and 
occur only sporadically, never in epidemics. Lym- 
phocytic choriomeningitis is an extremely rare 
disease, and there has been some doubt as to 
whether it even exists. It is supposed to present 
as a meningitis and to follow a benign course. As 
the concept of aseptic meningitis with its multiple 
and more specific etiology has evolved, the diag- 
nosis of lymphocytic choriomeningitis has been 
made less frequently. 

The remaining three viruses in the group are by 
far the most important insofar as epidemic summer 
central nervous system disease is concerned. These 
include the Polioviruses, the Coxsackie viruses and 
the Orphan viruses; the three have been placed in 
one so-called “Enterovirus” group, since they in- 
habit the intestinal tract during an early stage 
of infection. They also have a number of other 
features in common: 

1. They are excreted in the stool in a high con- 
centration during the disease and for a variable 
period of time after. 

2. They are all capable of producing epidemic 
central nervous system infection. 

3. The spread of the organism within the body 
is similar in that infection starts in the intestinal 
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tract following sometimes by a viremia with oc- 
casional spread to the nervous system, sometimes 
resulting in paralytic diseases. 

4. They all occur during the summer as epidemics 
but sporadic cases may be seen in non-epidemic 
years and occasionally in the winter. 

5. There is virological evidence of some relation- 
ship between the three in that their effect on 
tissue culture is similar. 

6. There is also some evidence of serological 
crossing in laboratory tests. 

The most important clinical entity that each of 
the Enteroviruses is capable of producing is aseptic 
meningitis. The term aseptic meningitis is used 
here to indicate a relatively benign meningitis or 
encephalitis without serious complications such as 
paralysis; the term is a poor one since the syn- 
drome as diagnosed is neither confined to a menin- 
gitis nor is it aseptic. The use of the term has been 
so extensive however, that the term is probably 
here to stay. Aseptic meningitis may be produced 
by many viruses, but insofar as epidemics are con- 
cerned the most important are the Enteroviruses. 
The aseptic meningitis produced by these different 
viruses may be identical; there may however be 
differences in associated symptoms or signs since 
the Polioviruses are more commonly associated 
with paralysis and the Echoviruses with a skin 
rash. 


Poliomyelitis may be produced by three types of 
virus, designated types 1, 2 and 3 with multiple 
strains of each type (Brunhilde - Lansing-Leon); a 
fourth type was identified by the Russians in 1956 
from a patient suffering from an acute febrile para- 
lytic illness; this has since been shown to be a 
Coxsackie, group A, type 7 virus. Each of the three 
types is capable of producing paralytic disease 
although type 1 has a greater tendency to produce 
epidemics with paralysis than type 2 or 3; types 
2 and 3 produce sporadic disease and very rarely 
epidemics. For every case of paralytic polio- 
myelitis that occurs in the community during an 
epidemic there is thought to be about 100 cases of 
non-paralytic poliomyelitis; this would mean that 
in a year such as this (1958), that most of the 
benign central nervous system disease that has 
been seen in Manitoba is in fact poliomyelitis. A 
great deal has been written about the safety and 
efficiency of the Salk poliomyelitis vaccine. Al- 
though paralysis is often prevented by the vaccine, 
it does not apparently influence the enteric phase 
of the infection. If this is the case, poliomyelitis 
will be seen in the future as abortive disease only, 
and the specific feature of the disease, i.e., paraly- 
sis will be lacking. 

Coxsackie Viruses 

The Coxsackie viruses were initially identified 
in 1947 and are now known to be made up of 24 
different types divided into two groups, 19 in group 
Aand 5 in group B. The group B viruses and types 


7 and 9 of group A may produce aseptic meningitis 
and occasionally paralysis. In addition, however, 
the Coxsackie viruses produce other symptoms and 
signs which may or may not be associated with 
aseptic meningitis. These include herpangina, un- 
differentiated summer febrile illnesses, pleurodynia ° 
pharyngitis and myocarditis. If aseptic meningitis 
occurs during the summer when many of these 
other conditions are also encountered. the aseptic 
meningitis is most likely due to a Coxsackie virus 
infection. 

Echoviruses 

The Echoviruses were initially isolated during 
the mass field trial of poliomyelitis vaccine and 
were designated Orphans since they had no known 
parent disease. The name was extended to Enteric 
Cytopathogenic Human Orphans to indicate their 
source from human intestinal tract. The plan was 
that as their disease producing propensity was 
established that they would be given names other 
than Orphans; although a number are now known 
to produce disease, they are still designated as 
Orphans. Nineteen antigenic. types have been 
identified from 1-19; 1, 2, 3, 4, 5, 6, 9, 14 and 16 
produce aseptic meningitis, of these Echo 3, 4, 6, 
12, 13 and 16 may produce paralysis. Types 4, 9 
and 16 also produce a rash resembling measles; 
type 9 has been thought by some actually to be 
the etiological agent of German measles. Types 18 
and 19 produce summer diarrhea of infants and 
children. Here again the diagnosis of a particular 
case of aseptic meningitis may be aided by con- 
sidering the concurrent syndromes occurring in the 
community. Encephalitis during the course of an 
epidemic resembling measles is in all probability 
due to an Echovirus. 

Virus infections of the central nervous system are 
occasionally produced by such viruses as mumps, 
measles and chickenpox, etc., as shown in Table 2; 
in fact almost any virus does occasionally produce 
an encephalitis as a complication. Some of these 
viruses produce epidemics and therefore during an 
epidemic one can expect a few sporadic cases of 
encephalitis. Since these usually occur during the 
fall, winter and spring, they present an entirely 
different seasonal incidence than the enterovirus 
infections and in addition they never result in epi- 
demics of central nervous system disease. 


Table 2 
Secondary Viral CNS Infection 
Mumps 


a 
Herpes simplex 
Infectious tnonenucieosis 
wae ranuloma venereum 
. Vaccination encephalitis 
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Summary 

A specific diagnosis of a viral central nervous 
system infection is difficult particularly with the 
addition of a number of new etiological agents; 
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for example paralysis which has always been 
considered as being specifically produced by the 
Polioviruses is now known to be produced by at 
least two new groups of viruses, while paralysis 
due to the Polioviruses will probably become much 
less frequent with effective artificial immunization. 

The encephalitis or encephalomyelitis which oc- 
curs during the summer and early fall usually as 
epidemics are produced most commonly by a newly 
constituted group designated as Enteroviruses. The 
common central nervous system disease produced 
by these is aseptic meningitis and is very similar 
whether produced by any one of the three viruses. 
Associated symptoms and signs in the patient 
sometimes serve as a diagnostic aid, for example 
the rash that accompanies an Echovirus infection 
is fairly characteristic. Concurrent infections in 
the community may also serve as an aid to diag- 
nosis since the central nervous system disease is 
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often a complication, in a few patients, of a 
much more commonly encountered syndrome, such 
as herpangina, Bornholm’s disease and summer 
febrile illnesses of children; these may indicate 
a prevalence of Coxsackie virus which is likely the 
cause of the central nervous system disease. 

Secondary viral infections complicating the com- 
mon childhood diseases usually occur during the 
winter months as sporadic cases; here again the 
best lead to the diagnosis of a single case is ob- 
tained by taking stock of the prevalent childhood 
infections in the community at the time. 

Finally, the virus laboratory is of some value as 
an aid to the clinician and although at present, 
results may seem rather slow and very often nega- 
tive, particularly in the investigation of sporadic 
cases, advances are being made regularly which 
will increase considerably the value and scope of 
this type of investigation. 





“ALAMINO” 
COMPOUND 


Aluminum glycinate, basic*... . . 7.7 gr. (0.5 G.) 
Atropine sulphate....... 1/500 gr. (0.13 mg.) 
Butaborbital NND........... % gr. (16 mg.) 


DOSAGE: One tablet before each 
meal and one or two tablets at bedtime. 


Bottles of 100 tablets. 


*Patented, 1951 


Charles &. Trosst & Co. 


MONTREAL CANADA 











April, 1959] The Manitoba Medical Review 263 

















. —( CONNAUGHT )— 
4 
e 


, DPT POLIO VACCINE 


4 Diphtheria and Tetanus Toxoids 
combined with 

- Pertussis and Poliomyelitis Vaccines 
. For the immunization of 
Infants and Pre-School Children 


DT POLIO VACCINE 


Diphtheria and Tetanus Toxoids 
combined with 
Poliomyelitis Vaccine 
For reinforcing doses only in 
School Children 


TETANUS-POLIO VACCINE 


Tetanus Toxoid and Poliomyelitis Vaccine (Combined) 
For the immunization of 
Adults 


The Connaught Medical Research Laboratories is pleased to announce 
that these three preparations are being made available, in the first 
instance, to Provincial Health Departments throughout Canada. 


How Supplied: 
DPT Polio Vaccine, DT Polio Vaccine and Tetanus-Polio Vaccine 
are supplied in rubber-capped vials containing 10 cc. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
UNIVERSITY OF TORONTO 
TORONTO 4, CANADA 





Established in 1914 for Public Service through 
Medical Research and the development of 
Products for Prevention or Treatment of Disease 





Depot for Manitoba 


BRATHWAITES LIMITED 
429 Portage Avenue at Vaughan Street, Winnipeg 














83-S 





plow, loo, 


5 ins doctors’ room in the hospital is 
popular for a number of reasons. 
Almost any morning you'll find an 
internist talking with a surgeon, a 
resident discussing a case with a 
gynecologist, or a pediatrician in for 
a cigarette. It’s a kind of club, this 
room, and it’s a good place to hear 
the latest on “Premarin” therapy. 


If you listen, you’ll learn not only 


that doctors like ““Premarin” but 
why they like it. 

The reasons are fairly simple. In 
the first place, doctors like “*Pre- 
marin”’ because it relieves the 
symptoms of the 
doesn’t just mask them; it replaces 
lacks—natural 


menopause. It 


what the 
estrogen. Furthermore, if the patient 


patient 


is suffering from headache, insomnia, 
£ 





and arthritis-like symptoms due to 
estrogen deficiency, “‘Premarin” 
takes care of these too. “‘Premarin” 
—conjugated estrogens (equine)- 

is available as tablets of various 
potencies, and also in combination 
with meprobamate or methyltestos- 
terone. 

Ayerst, McKenna & Harrison 


Limited — Montreal 

















112-359 





AYLENTA™ MITTS CD sasers-ne 00 


250,000 1.U. 


ELEN TA CD vosctalee 


500,000 1.U. 


HYLENTA FORTIS AR sasuers-no. 


i elelemelelem nen 





Also 


available: 
LIQUID LIQUID CD* TABLETS 
No. 903 No. 904 No. 887 
per tap. per tap. per tab. 
250,000 1.U. 250,000 LU. 0.5 Gm. 250,000 LU. 0.5 Gm. 
penicillin sulfamethazine penicillin sulfamethazine 


CONTROLLED DISINTEGRATION BASE 
ACID RESISTANT COATING 


Ayerst, McKenna & Harrison Limited, Montreal 








266 


The Manitoba Medical Review [April, 1959 

















MONTREAL 


LIVER EXTRACT _ VITAMIN B COMPLEX 
IRON _ STRYCHNINE 





HEPAFER 


AN EFFECTIVE TONIC in the Anemias, Convalescence, General 
Debility, Anorexia and Loss of Weight. 





Each fluid ounce contains: 


LIVER EXTRACT 
equivalent to 0.33 gm. fresh calf’s liver 














FERTINIC 

(Ferrous Phosphogluconate Desbergers) ._....__..______. 13.3 mg. 
Thiamine Mononitrate 0.27 mg. 
Riboflavin (Vitamin B,) _ 0.7 mg. 
Niacinamide 0.50 mg. 
Strychnine Glycerophosphate 0.03 mg. 


Alcohol, 19% (Volume) 
Maltose, dextrine and dextrose. 








HEPAFER is pleasant to the taste 
DOSAGE: 


1 to 2 teaspoonfuls, with water, a half hour 
before meals. 


PACKAGING: 
Bottles of 12 oz. 


DESBERGERS 
PERG 


CANADA 


























April, 1959] 


The Manitoba Medical Review 267 





Medical History 


—S SE 


The Development of a New Medical 
School in the Tropics 


D. B. Stewart, M.D., F.R.C.S. (C), F.R.C.0.G. 
Professor of Obstetrics and Gynaecology, University College 
of West Indies, Jamaica 

This week we are looking back over the eventful 
seventy-five years of the Manitoba Medical College. 
To the honoured septuagenarian I bring greetings 
from a rising ten-year-old, the Faculty of Medicine 
of the University College of the West Indies. Mani- 
toba has made many friends in other countries. 
Students from abroad have studied here, and Mani- 
toba graduates are spread over all the continents. 
It is typical of the University’s international out- 
look that in the midst of this birthday celebration 
it is concerned with the work being done by its 
younger colleagues as well as by its more venerable 
ones. I am most honoured that you have asked me 
to come back to Manitoba to tell you something 
of the start which has been made in teaching medi- 
cine in the West Indies. 

The Manitoba Medical College began in a very 
new frontier community. The main stimulus came 
from two small groups of young men, one anxious 
to teach and one to study. In spite of drought and 
depression and financial crisis it has shared in 
Canada’s meteoric growth and it has shaped the 
pattern of medicine throughout the West. A young, 
robust College in a young, robust country. 

The University College of the West Indies is a 
new University in a very old country. Jamaica 
was discovered and colonized by Columbus. Britain 
conquered it, almost by accident, in Cromwell’s 
day, when nothing was known of Manitoba beyond 
harrowing tales of scurvy and bitter cold in Hudson 
Bay. There were stirring times in Jamaica — buc- 
caneers, naval actions against French and Dutch 
and Spanish, pirate gold in Port Royal, and pirates 
hanged at Gallows Point. Henry Morgan, once a 
buccaneer, later became His Majesty’s Lieutenant- 
Governor of Jamaica. Doctor Hans Sloane was 
brought from London to treat Sir Henry’s cirrhosis 
of the liver, wisely gave it up as a bad job, and 
spent a few months until the next ship making 
the collection of Jamaica plants which became the 
nucleus of the British Museum. And Jamaica once 
was wealthy. In the early eighteenth century a 
West Indian sugar plantation would not have been 
traded for the whole of the Hudson’s Bay Com- 
pany. Sugar and rum and mahogany were almost 
a West Indian monopoly in those days, but most 
of the vast profits went back to England. Then the 
monopoly was broken, and the West Indies settled 
down to a peasant economy and brave dreams of 
the past. 





Presented at the Annual Meeting of the Manitoba Medical 
Association, October 7, 1958. 


Now, we hope, it is on the way up again. Once 
it was rich, now it is poor; once it was slave, but 
now it is free. And, with help from Britain and — 
the Commonwealth, it is working with other 
West Indian territories through Federation toward 
Dominion status. The University College was set 
up to help train the young men and women who 
will accomplish this transition. 

Most Canadian travellers to Jamaica come in the 
winter, thinking of sunshine, the blue Caribbean, 
palm trees, calypsos and rum. Flying nearly due 
south from Toronto, they leave the snow behind 
in the eastern States, cross the Bahamas with their 
emerald patches of coral reefs and Cuba with its 
checker-board of cane fields. Then Jamaica comes 
into sight, sculptured blue hills rise to meet the 
clouds, sparkling blue sea stretches to the horizon, 
lush green fields and white sand beaches lie be- 
tween; truly, one of the loveliest tropical islands 
in the world. The superlatives of the Tourist Board 
brochures are not exaggerated, but they tell only 
one side of the story. 

On the south coast of Jamaica the city of 
Kingston sprawls beside its harbour, ringed by 
eighteenth -century forts built to hold off the 
French. It is a city of contrasts: teeming slums 
and landscaped suburbs; push-carts and Cadillacs, 
bankers and beggars. Inland, a rolling plain slopes 
up to the Port Royal hills and the Blue Mountain 
range behind. Tucked into a corner of this plain, 
between hills and river valley, is the University 
College. The campus is roughly triangular. At the 
apex is the teaching hospital, in the middle the 
library, the Arts and Science buildings, and halls 
of residence for students, and at the base of the 
triangle, sheltered from the sea by a long wooded 
hill, the houses of the staff. The buildings are 
modern, functional and square. Undergraduates 
in red gowns stroll under flowering Poinciana and 
Frangipani trees, or play intensive and expert 
cricket and football by the valley. The staff teach 
and investigate, argue and grumble and work hard, 
like University people anywhere else in the world. 

This is the University College, not just of Jamaica 
but of all the British Caribbean territories. How 
did it get here, and why was it built? 

The Background 
The Caribbean Territories 

The West Indies territories are tropical, but 
unlike other tropical countries these have virtu- 
ally no true “natives.” Almost all the population 
originally came from elsewhere. Only small scat- 
tered groups of the original inhabitants remain 
—Caribs in the Windward Islands, the Mayas of 
British Honduras and the Amerindians of British 
Guiana. The largest group in the present popula- 
tion is descended from Africans imported as slave 
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labour; other groups are East Indians, Chinese, 
Europeans and Levantine. All the territories have 
been under the influence of some form of European 
culture for three centuries or more; some alto- 
gether British, like Barbados, others previously 
Dutch or Spanish or French. English is universally 
spoken, patois as well. 

Perhaps many people are as vague about the 
geography of the area as I was when I came there. 
On small-scale maps these territories look like a 
compact group, but they certainly are not that. To 
translate the distances into Canadian terms, let 
us place Kingston, Jamaica, at Winnipeg. British 
Honduras would then straddle the Alberta-B.C. 
boundary around Banff; the Leeward and Wind- 
ward Islands would curve down through northern 
Quebec on a line passing east of Montreal; Trini- 
dad would lie in Upper New York State; and the 
vast bulk of British Guiana — as big as Newfound- 
land, Nova Scotia, New Brunswick and Prince 
Edward Island together — would jut out into the 
Atlantic along the eastern seaboard from Long 
Island to northern Florida. 


The island territories, which have come together 
as the new West Indies Federation, are grossly 
over-populated, with three million people crammed 
into an area of 8,000 square miles, two-fifths the 
size of Nova Scotia. By contrast, British Guiana 
in South America and British Honduras in Centra] 
America are thinly populated except along the 
coast -line, and have large tracts of hinterland 
which are very difficult to get at. These two terri- 
tories have not yet joined the Federation, although 
they contribute to the University College. All the 
territories are relatively poor, with limited natural 
resources, few industries, and largely a peasant 
form of agriculture. Not, one might think, a pro- 
mising situation for a modern university. 

But there is much on the credit side. The social 
and political ferment which led to Federation is 
still active. The picture is not unlike that in 
Canada after 1867. The federating communities are 
poor and in some ways primitive and still have 
some rivalries and jealousies between themselves. 
They tend to exuberance and occasional flamboy- 
ance in politics, but have a heritage of the best 
traditions of British government. They are deter- 
mined to improve themselves economically and 
Politically. Education is improving; and a new 
culture is being evolved, in the arts, in language, 
in the social services, which derives from many 
sources and will develop new patterns of its own. 

Perhaps the region’s greatest asset is that it is 
probably the happiest multi-racial community in the 
world. There is no colour bar and no segregation. 
Children of all races go to the same schools; all races 
work together in government, in business and in the 
professions. Students of all races live and study to- 
gether at the University College, taking no thought 
of differences in color and physical appearance. In 


places like this, where many races have mingled, 
there can be no progress or happiness if racial 
animosity creeps in. 

There had been earlier institutions of higher 
learning in these territories. Christopher Codring- 
ton of Barbados, who died in 1710, bequeathed two 
sugar estates to the Society for the Propagation of 
the Gospel to found and maintain a college of pro- 
fessors and scholars, “all of them to be under the 
vows of poverty, chastity and obedience; who shall 
be obliged to study and practise Physic and Chi- 
rurgery, as well as Divinity; that by the apparent 
usefulness of the former to all mankind they may 
both endear themselves to the people and have the 
better opportunities of doing good to men’s souls, 
whilst they are taking care of their bodies.” 
Codrington College never taught “Physic and 
Chirurgery,” but it did develop high standards in 
theology and classics, and it became affiliated with 
Durham University in 1875. The Imperial College 
of Tropical Agriculture, in Trinidad, was founded 
in 1921 and has done good work in research and 
post-graduate training. Nevertheless most young 
West Indians seeking higher education have had 
to go abroad. For decades there has been an in- 
creasing demand in the area for a university of 
its own. 

The Beginning of the University College 

In 1943, during the darkest days of the war, 
Britain still took time to think of the welfare of 
the colonial territories, and set up a Royal Com- 
mission to plan for expansion of higher education 
in the colonies. The Commission soon realized that 
the need in the West Indies was so urgent that the 
following year a special West Indies Committee 
was appointed. The Chairman was Sir James 
Irvine, Vice-Chancellor of St. Andrews University; 
the other members were Sir Raymond Priestley, 
Vice-Chancellor of Birmingham; Miss Margery 
Perham of Oxford; and two West Indians, both 
eminent in education and in public life; Mr. Philip 
Sherlock of Jamaica and Mr. Hugh Springer of 
Barbados. This Committee’s report, presented in 
1945, was the blue-print on which was built the 
University College of the West Indies. It was a 
masterly combination of vision and practical de- 
tail. The College was to be in Jamaica, the largest 
of the island territories. It was to have, at first, 
faculties of Arts, Science, and Medicine. It was to 
be residential, so that students from all territories, 
of all races and all faculties should live and work 
together. It was to start in special relationship 
with London University, and to teach for London 
degrees until, after a time, it attained the experi- 
ence and prestige to stand as a University in its 
own right. All these things have come to pass 
except the final stage, the severing of the academic 
Irvince Committee still keep close links with the 
umbilical cord that still binds the West Indian 
College to London. 
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It is good to know that three members of the 
Irvine Committee still keep close links with the 
College. Sir Raymond Priestley has uninterrup- 
tedly held an honoured place on the College 
Council, Mr. Sherlock is the Vice-Principal and 
Head of the Department of Extra-Mural Studies, 
and Mr. Springer is the Registrar. A students’ 
residence is named Irvine Hall in memory of the 
great man who headed the Committee, and the 
undergraduates wear the red gown of St. Andrews 
in homage to the link he forged between the 
ancient Scottish University on the grey North Sea 
and the new College on the blue Caribbean. 

The Growth of the University College 

After the war, no time was lost in starting to 
carry out the Committee’s plans. Dr. Thomas Tay- 
lor, a noted biochemist and administrator, was 
named as Principal. Mr. Sherlock and Mr. Springer 
of the Irvine Committee were co-opted as Vice- 
Principal and Registrar. The Government of 
Jamaica gave nearly 700 acres of land as a site for 
the new college. Once this land was the prosperous 
Mona sugar estate, and substantial stone buildings 
and aqueducts dating back to the mid-eighteenth 
century still stand here. During the war a camp 
was built here, first for enemy aliens and later for 
civilian refugees from Malta and Gibraltar. The 
derelict buildings were taken over from the War 
Office and patched up to make temporary class- 
rooms, laboratories and residences. So it was pos- 
sible to take in the first students almost at once, 
and they lived and worked in the old wooden huts 
while new concrete buildings were put up nearby. 
This was just ten years ago, in October 1948, so 
our school also celebrates an anniversary this year. 
We are the same age as the Faculty of Medicine 
at the University of British Columbia. 

The first students were Medicals. Thirty-three 
of them, coming from most of the contributing 
Caribbean territories, were admitted. A few fell 
by the wayside; thirteen graduated on schedule in 
1954, and a few who had to repeat a year during 
their course qualified a year later. Some of these 
students had already been accepted by other medi- 
cal schools, and any of them could, if they wished, 
have gone abroad to study. But they decided to 
take a chance on the new University College, even 
though it had no permanent buildings, no hospital, 
and as yet a scanty faculty. The school grew with 
them as they went on, and it was not always ready 
for them. They set a precedent for high morale 
and initiative both in their work and in student 
affairs, which it has been hard for their successors 
to emulate. Some of them are now practising, 
others are abroad doing post-graduate study. Some 
will, we hope, return to join the staff. All of us 
who taught them think of this group with par- 
ticular affection. Fifteen of them sat the final 
examinations in 1954, and of these thirteen passed 
at the first attempt, an unusually high proportion 


for the London finals. One of the eminent visiting 
examiners confessed afterward that as they were 
flying out to Jamaica they had said to one another, 
“We really must pass one or two of these people 
just to keep up the staff’s morale!” 

The staff was recruited on the simple principle 
of choosing the best person available irrespective 
of where he or she came from. Not many West 
Indians had been able to prepare themselves for 
academic posts, and at first the great majority of 
the staff were from abroad. But the proportion of 
West Indians on the senior staff is now forty per 
cent, and is increasing each year. Some of our own 
graduates now hold staff positions in all three 
faculties. The non-West Indians are a cosmopolitan 
group. A few examples will suffice. The Professor 
of Anatomy, needless to say, is a Scot, as is the 
Professor of Medicine. The Professors of Physi- 
ology and Surgery are English; the Professor of 
Pathology is a Dutchman from Batavia; the Pro- 
fessor of Obstetrics is Canadian. The bacteriologist 
is Jamaican, the pharmacologist is from Shanghai, 
the two biochemists are respectively Canadian and 
Dutch, the dermatologist trained in Berlin, the 
ophthalmologist came from St. Lucia. Every pre- 
clinical and clinical department, as it happens, has 
now at least one West Indian member of staff, and 
among the whole group there are graduates of most 
British Universities. 

Students were admitted to the Faculties of 
Arts and Science in 1949, and later post-graduate 
diploma courses in Education and in Chemical 
Technology were started. The total number of 
students in the College has increased by about fifty 
each year, and in the last academical year there 
were 566 students of all faculties, 212 in the Faculty 
of Medicine. 

The Medical Course 


The link with London University has been a 
tremendous advantage to the new College. As the 
students sit London examinations and take the 
London degree, their qualifications are accepted as 
equal to those of any British school. And London’s 
insistence on a high standard of teaching and hospi- 
tal practice has been a useful safeguard against 
short-sighted economies which might have been 
imposed by the Colonial Office on the West Indian 
Governments. But while we teach for London’s 
degree we must follow London’s curriculum. Some 
have questioned whether a course designed for 
Britain should be transplanted to the tropics. The 
traditional division of the course into one year of 
pre-medical, two years of pre-clinical, and three 
years of clinical study does not lend itself to 
the modern trend of integrated or “topsy-turvy”’ 
courses. Perhaps experiments along these lines can 
be tried when we become an independent Univer- 
sity. But today we have complete discretion in the 
arrangement and teaching of all the clinical courses 
and these extend over a full three calendar years, 
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' as there are no long vacations for the clinical stu- 
"dents. The students do much more practical work 
jn the hospital as undergraduates than they do in 
' British or Canadian teaching hospitals. Formal 
' lectures, special assignments and “research pro- 
q jects” are much less valuable to the undergraduate 
' than ample and well-organized clinical experience, 
q and that our students get. 

- During the three clinical years each student does 
© the following “clerkships,” during each of which 
_ he spends most of his day on the wards or in the 
" out-patient clinics or laboratories: 











Introductory course - .. 3 months 
General Medicine (junior appointment) 3 months 
General Surgery (junior spement) - .. 3 months 
Pathology - ........ 3 months 
I alee inion cafihaanladaicibeiciatacnienseeenneconets ......... 3 months 
Obstetrics and Gynaecology —..._----»_-- 6 months 
General Medicine (senior appointment) cecceeciceed 6 months 
General Surgery (senior appointment) -. .. 6 months 
Review term (no specific appointment) .. . 3 months 


These are not “onlooker” sguciatnente, In all 
wards the student has the responsibility of helping 
to care for patients. In pathology he does post- 
mortem and works in the routine laboratories. He 
assists at operations and does some minor surgery 
in the casualty department. He is required to do 
at least twenty deliveries, and most students do 
thirty-five or forty, both in the hospital and in 
patients’ homes. He assists with public health work 
in a rural district. 

After graduating, the student still must do at 
least a year’s interneship in a hospital approved by 
London University before he can be fully regis- 
tered by the General Medical Council and the West 
Indian medical registration boards. 

I am diffident about trying to compare our 
British-West-Indian medical course with the pre- 
sent-day Canadian one. The Canadian student 
spends more time in pre-medical study, even if he 
does not take an Arts or Science degree. The pre- 
clinical courses are fairly comparable but are 
becoming less sharply divided from clinical studies 
in Canada than they still are with us. But the 
West Indian student spends three full years on the 
clinical side as compared with two short years of 
eight months each in Canada, and his training has 
much more of active apprenticeship about it. I 
suspect that he starts his intern year with better 
basic clinical skills than does the new graduate in 
Canada. As, indeed, he should—having had thirty- 
six months’ clinical training rather than sixteen. 
The University College Hospital 

The city of Kingston and the rural area around 
about it are believed to have a total population of 
about 350,000. Many patients from other parts 
of the island come to Kingston for hospital care. 
There is one large Government general hospital 
in Kingston: theoretically it has about 550 beds, 
but it usually has nearly 700 patients. The wards 
are overcrowded and many of them are old and 
Inconvenient, and it is always understaffed. Yet 
it gets through a tremendous amount of good work. 
Nearby is a Government maternity hospital which 















does well over 10,000 deliveries a year, with (in 
theory) less than 150 beds. Were these hospitals to 
be used for teaching? On the one hand it was said 
that the clinical material was excellent and that 
students who were to practise in the West Indies 
would have to accustom themselves to conditions 
of this sort. On the other hand, the pressure of 
work and the crowded conditions would make 
either research or planned teaching difficult: fur- 
thermore it seemed unwise to separate the clinical 
and pre-clinical departments. The latter view was 
strongly backed by the University of London. So 
plans were made for a teaching hospital on the 
University campus. 

This was to be of 550 beds. In front a large 
waiting room flanked by Casualty Departments 
and Out-patient clinics; Pathology and X-ray De- 
partments on either side; behind, ward blocks, 
operating theatres and kitchen. Plans had been 
drawn up, when the Berlin Crisis and an expended 
defence budget made it necessary for the Colonial 
Office to reduce its grants. All non-essentials were 
stripped from the plans, and the size of the hospital 
was scaled down to 300 beds. Building was delayed 
by a hurricane in 1951, which also resulted in great 
and permanent increases in the cost of building 
materials. Meantime the first group of students 
were ready for clinical teaching, and they were 
taught at the Government hospitals for the first 
year. The staff there co-operated wonderfully, and 
we all look back happily to those days when we 
had only one class of really good students and 
could spend as much time as we liked in teaching, 
and learning ourselves something of the medical 
problems of Jamaica. 

The medical and surgical wards were finally 
opened in September 1952. The first patient was 
admitted fifteen minutes before the official open- 
ing—an unfortunate citizen who had been stealing 
ackees from the hospital grounds and had fallen 
from a tree in the process. There was some doubt 
whether he could properly be admitted to an 
unopened hospital, but he was—broken neck, quad- 
riplegia and all. Not an auspicious beginning. 
Worse was to come. For some days he was almost 
the only patient. We had expected a deluge when 
the doors opened, and at first we had only a trickle. 
Many Jamaicans weren’t sure what a teaching 
hospital was for, and were afraid they would be 
“experimented on by the University Doctors.” But 
soon people realized that the hospital was good, 
and that being taught on was no hardship, and the 
deluge came. 

Now the problem is, not to get teaching material, 
but to cope with it and to avoid over-crowding of 
the wards and clinics. The casualty department 
has had to become a general practice unit, with 
six senior internes working steadily, treating what 
patients they can, referring others to the specialist 
out-patient clinics and admitting the seriously ill. 
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The number of patients has had to be held in check, 
and now 250 tickets are issued each morning to 
the first of the crowd who have queued at the gate 
since before sunrise. Extra tickets are held in re- 
serve for ill patients who turn up later in the day. 
The casualty team complain that they are so busy 
they can not care for their patients as they would 
wish, and cannot follow them into the wards, but 
they amass a vast and varied experience during 
their six months on this job. 

Some idea of the work of the out-patient clinics 
and the wards can be given by the simple figures 
of attendances during a single year, 1957: 

Comty Saperet 


New potent - .-.. 36,674 
Repeat Visits - 1 cccaelastacectiancnieieean ease 26,370 


Total Attendances - ................ ..... 63,044 


one chatmenonemenel 
New Patients .. ... 11,963 
) | ee ; 38,407 


Total Attendances —_.................. 50,370 


Wards 
Admissions catechins 
Discharges 6,189 
Deaths ree as 322 
Operations (in-patient) 3,714 
(out-patient) 2,738 


Total 6,452 




















Three conclusions can be suggested from these 
figures. The West Indian teaching hospital is not 
short of clinical material: it is no academic, selec- 
tive, ivory tower: and the staff, who are almost 
entirely full-time and salaried, are not lying down 
on the job. 


The Department of Obstetrics and Gynaecology 

This part of the hospital was built a little later 
than the medical and surgical blocks, and at the 
peak of the economy campaign. It has twenty-four 
gynaecology beds, eighteen antenatal beds, and 
forty lying-in beds, with a three-bed labour room 
and two delivery rooms. It is rather uncomfortably 
fitted into a block which was first designed for 
medical wards, and this has led to awkward crowd- 
ing of the labour and delivery rooms and the 
nurseries. 

We opened our doors, appropriately enough, on 
the first of July, 1953. It may be interesting to 
summarize the work of the department during its 
first five years: 


Obstetrics 


Deliveries in Hospital —.__.. 
Born Before Arrival 


Caesarean Sections ........... 267 
Forceps Deliveries 185 
Premature - rane 

(by weight) _ 
Eclampsia 
Stillbirths __ _— 
Neonatal Deaths ______ 
Maternal Deaths _ 


Gynaecology 

Out-Patient Clinic— 

New Patients __._...__ am oe 

Total Attendances - ~ 16,386 
Wards (24 Beds)— 

Total Admissions _... 

Major Operations _ 

Deaths (all causes) — 


(42%) 
(1.7% of admissions) 


The bold figures, of course, give only part of the 
story, and the main interest lies in the similarities 
and the differences between the work here and in 
other countries. 

In obstetrics, the main problems are the compli- 
cations of pregnancy. Anaemia is very common. 
Most of it is straight iron-deficiency anaemia due 
to bad diet and respending quickly to treat- 
ment. Some is aggravated by hookworm infesta- 
tion. There are a few cases of sickle-cell anaemia, 
but megaloblastic anaemia of pregnancy is exceed- 
ingly rare, in interesting contrast to West Africa 
where it is the commonest type of anaemia and a 
very serious complication indeed — and in patients 
of similar race. A large proportion of patients have 
essential hypertension and tend to get severe pre- 
eclampsia, often as early as the sixth or seventh 
month of pregnancy. We have the impression that 
pre-eclampsia without pre-existing hypertension is 
not more common that in other countries, though 
we see neglected cases in which it has become 
severe. Diabetes is common among Jamaicans, and 
is of a type which is exceedingly difficult to man- 
age; but it is a disease of middle-age and we have 
seen few pregnant diabetics. 

Severely infected abortions occur, and we have 
had two women with massive gas-gangrene infec- 
tion. Ectopic pregnancy is very common indeed. 
In five years we have dealt with approximately 210 
cases, among them examples of every type. In this 
series there has been one death. We have had six 
patients with full-term, or nearly full-term, extra- 
uterine pregnancies, with three surviving infants 
and no maternal deaths. 

Labour tends to be an all-or-none phenomenon. 
Uterine inertia and severe toxaemia are the chief 
indications for Caesarean section, and the forceps 
delivery rate is very low —a little more than half 
the section rate. True disproportion is uncommon; 
partly because most Jamaican women have ade- 
quate pelves, and partly because the distribution 
curve of birth weights of babies of all degrees of 
maturity lies almost exactly half a pound lower 
than that of a comparable group of patients 
in Scotland. Is this nutritional or racial? We do 
not know. But it is interesting to find that the 
birth weights of babies in Nigeria is half a pound 
less again than in our group. Post-partum haemorr- 
hage is common and particularly frightening in 
patients who are already anaemic. We have seen 
several cases of fibrinogen deficiency and have had 
one death from this in a woman who delivered 
normally with none of the complications which are 
said to predispose to afibrinogenaemia. Another 
interesting group are the cases of anuria or oli- 
guria, about which Dr. Pinkerton and I published 
a paper in the Canadian Medical Association Jour- 
nal in 1956. We conclude that most of these arise 
when a previously hypertensive patient suffers a 
sudden and prolonged drop in blood pressure as a 
result of shock or haemorrhage. 
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Many patients have an unexplained fever during 
the puerperium. Some of these may be due to 
flaring-up of latent malaria, though we have found 
this difficult to prove. One patient died during the 
puerperium of cerebral malaria which, I am sorry 
to say, was first diagnosed at post-mortem. Breast- 
feeding causes little trouble. Most patients breast- 
feed willingly and have well-shaped nipples and a 
good flow of milk. The trouble comes when the 
baby is weaned, when all too often it is put on to 
plain sugar-and-water or corn-starch, and later 
comes back to the paediatric wards with gross 
protein malnutrition. 

And yet the results, as tabulated above, are not 
too bad when compared with figures from Jamaica 
as a whole, where the maternal mortality is just 
under four and the neonatal mortality just under 
30 per 1,000 live births. The stillbirth figure for 
the island is unknown. 

In gynaecology, we sometimes feel we have more 
in common with Sims, McDowell and Lawson Tait 
than with our colleagues in northern countries. Be- 
fore I came to Jamaica, I met a wise surgeon from 
Trinidad who told me, “When you go to Jamaica 
you will soon get to know that common West 
Indian condition, the Pelvic Mess.” And we did. 
Pelvic inflammatory disease is common, probably 
mainly the result of gonococcal and post-abortal 
infections. As a result, many ectopics, much infer- 
tility and chronic pelvic pain, and large, adherent, 
disabling chronic pelvic abscesses. It is exceptional 
to open an abdomen for any reason without finding 
at least a few sheets of adhesions in the pelvis. 
Fibroids also are common. They seem to occur in 
younger women here than in the north. We could 
keep our gynaecology ward full of women with 
fibroids needing hysterectomy, but, as it is, we 
hardly ever operate on fibroids below the level of 
the umbilicus unless they are causing severe bleed- 
ing or pain. Carcinoma of the cervix is common 
too. Last year we saw 26 cases in the ward. Also 
it occurs in younger women in Jamaica than in 
Britain or the U.S.A. But carcinoma of the body 
of the uterus is relatively rare, and a preliminary 
survey suggests that there is about one case of 
carcinoma of the body to 35 of carcinoma of the 
cervix. What causes these differences? Race? High 
parity? Precocious sexual activity and early child- 
bearing? Infrequent circumcision among the men? 
We do not know, but we are trying to find out. 
The tropical venereal diseases, lymphogranuloma 
venerum and granuloma inguinale, also have inter- 
esting gynaecological consequences. They cause 
great incapacity, are difficult to treat, and may 
pre-dispose to malignancy. 

Nearly half the patients admitted to the 24 
gynaecology beds require major abdominal surgery. 
The pressure in the out-patient clinics is tremen- 
dous. In five years we have built up a waiting 
list for admission of over 700 patients, and if we 
stopped all the clinics for a year we could barely 


deal with this back-log of waiting patients. There 
is no chance of getting more gynaecology beds in 
the near future, and we do not know what to do. 
One thing stands out clearly, that a hospital in the 
tropics needs a higher proportion of gynaecological 
tu general surgical beds than does a hospital in the 
temperate zone. 
Research in the Faculty of Medicine 

There is no space in this paper to give a detailed 
account of the various research projects of the dif- 
ferent departments. In general there has been too 
little money and the staff have had too little time 
to undertake highpowered academic problems in 
fundamental research. They have therefore tackled 
the very many clinical problems that came to hand 
and for which expensive equipment and special 
techniques were not needed. Perhaps the most 
spectacular work so far has come out of a com- 
bined effort by the department of pathology, medi- 
cine and bio-chemistry which has defined a “new” 
disease. This veno-occlusive disease of the liver is 
caused by toxins in certain plants used as folk- 
medicines, and results in occlusion of the branches 
of the hepatic veins, venous congestion, and necro- 
sis of the centri-lobular liver cells. The patient 
presents with ascites and hepatomegaly and is 
often very ill. The liver lesion may resolve com- 
pletely or may go on to a non-portal type of cirr- 
hosis. Most of the patients are children, and the 
toxin may cause greatest damage when the liver is 
already handicapped by a protein deficient diet. 

The one department which exists for full-time 
research is the Tropical Metabolism Research Unit 
which was built and staffed by the Medical Re- 
search Council of Great Britain in 1955. This has 
its own building with research wards and labora- 
tories on the hospital grounds. Its main concern 
so far has been with the various types of pro- 
tein deficiency found in undernourished Jamaican 
children. The director, Dr. John Waterlow and his 
staff have been immensely helpful in teaching, in 
aiding all types of research, and in the care of these 
pathetic little patients. 
Post-graduate Training 

Many West Indian graduates, like those in many 
other countries, are ambitious to specialize as early 
and as quickly as they can. It is hard to know how 
much this trend should be encouraged in a com- 
munity like the West Indies, where there are less 
than 1,000 doctors for a population of over 342 
million and many of these doctors practise in re- 
mote places. The Manitoba Medical College used 
to pride itself on producing good all-round prac- 
titioners who could cope with almost any situation 
even in an isolated prairie farm-house. Most of 
my colleagues think that is the type of doctor we 
should be producing today in the West Indies. 
There is a risk that a school which becomes ab- 
sorbed by the glamour of post-graduate teaching 
may, almost unconsciously, let its undergraduate 
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teaching deteriorate. We are trying to avoid this 
danger. 

The hospital has recognition from all the British 
Royal Colleges for training for the higher qualifica- 
tions. But no one should gain all his post-graduate 
experience in one teaching centre or one country. 
The young West Indian should go abroad for at 
least part of his training, provided he can get the 
good training that he usually deserves. This is not 
always easy, for a variety of reasons. There is too 
much of a tendency for post-graduate students to 
waste time attending courses of lectures instead 
of actively broadening their experience. Perhaps 
the best solution would be to encourage an 
exchange of post-graduate students with other 
centres, which would benefit both the students and 
their teachers. With better understanding and a 
lessening of old prejudices this should be possible. 
Plans for Development 

There are seventeen students in the present 
final-year class, and this has been the average 
over the past four years. The total number of 
graduates so far is seventy. Obviously this output 
will not satisfy the demand in the area. Classes 
are to be increased until there are forty to fifty 
graduates each year. But before this can be done 
the hospital must be enlarged from its present 300 
to 450 beds. Money has been voted for this, partly 
by the Colonial Office and partly by the Federal 
Government, but building costs are rising so 
rapidly that the grant may not be enough to finish 
the job. Also, there is still no medical school build- 
ing. All the clinical departments are tucked into 
nooks and crannies in the hospital, very cramped, 
and taking up space there which is badly needed. 
Again, some money is available, but only enough 
to build about half of what is needed. 

The big Foundations have been very helpful 
to us in many ways — especially the Rockefeller 
Foundation which has financed the Department of 
Social and Preventive Medicine and the Domi- 
ciliary Midwifery Service for their first five years. 
But none of the Foundations is willing to give 
money for buildings. 

The British Colonial Office has already given 
£5,300,000 to build and equip the College and the 
Hospital, but it has many other needs to consider 
all over the world. Of course, one could argue that 
at this rate two such institutions could be built 
for the price of one light aircraft carrier, or one 
college and hospital for the cost of two destroyers. 
Most of us would agree that education is a better 
investment than destruction, but government poli- 
cies can seldom be expected to change for the 
better. 

From the very beginning the Caribbean Terri- 
tories have provided all the recurrent expenditure, 
and for the College alone this has cost them 
£2,750,000 since 1946. These are all comparatively 
Poor countries, and it is difficult to see how they 
can afford to increase their contributions very 


much, or to undertake to build as well as to main- 
tain new developments. 

So the chance of quick expansion of the medical 
school is not very good, but this state of affairs is 
nothing new. Manitoba and other older schools 
have shown that great things can be accomplished 
even when times are hard, and our school must 
try to do likewise. 

What of the Future? 

One certain result of increasing independence 
and self-determination in the new Federation will! 
be strong pressure on the College to become a 
University in its own right, independent of London. 
This is as it should be, provided it does not happen 
too soon, before the College has built up a firm 
tradition of high standards and has a vigilant group 
of its own graduates scattered throughout the West 
Indies who will mold public opinion to support 
these standards. 

And also there will be increasing pressure, both 
in the community and in the College itself, to re- 
cruit more West Indian members of staff. This is 
a feeling which Canadians very naturally sympa- 
thize with. There is a further facet to the problem 
here. Whether we like to admit it or not, there is 
no country in the Commonwealth, apart from West 
Africa and the West Indies, where a University 
scholar who happens to be coloured can compete 
for jobs on a completely even footing with others. 
I regret to say that is true even in Canada. While 
this situation exists, should not the West Indian 
and the African in fact be given preferences for 
posts in the new Universities in their own coun- 
tries? In most ways this would be proper, but it 
could lead to in-breeding, as has happened in some 
Universities in Canada. The ideal solution would 
be a two-way traffic in academic staff between 
the tropical Universities and those of Britain and 
Canada, in the course of which the last vestiges of 
colour discrimination would probably disappear. 
How Canada Can Help 

I have been most heartened by the way in which 
the new Federation of the West Indies has aroused 
a fellow-feeling among Canadians, who have tra- 
velled this path themselves. The time is ripe for 
better knowledge and better understanding be- 
tween the two countries; for greater trade, easier 
communications, and freer interchange of people. 
Within the last month the Canadian Government 
has given ten million dollars to the West Indies 
Federation, some of which will be used for better- 
ing the shipping service between the islands. As 
a nice gesture (“ships and scholarships”) the West 
Indian Government has opened two post-graduate 
scholarships at the University College of the West 
Indies for Canadian students. These are good 
omens. 

There is need to develop better knowledge and 
greater understanding between the two countries 
even in our own profession. The best way to do 
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this would be by exchanges of teachers and of 
young graduates. The West Indian University Col- 
lege and the Canadian medical schools each have 
advantages to offer the other, and in many ways 
these advantages complement each other very well. 

Twenty-four years ago my father spoke to this 
Society, when the College was celebrating its 
Golden Jubilee. He called his paper, “Science, 
Medicine and Service.” After surveying the great 
advances which had been made in Medicine during 
those fifty years, he went on to ask, “Can you teil 
me of any community anywhere that has all the 
medical services it needs? Can you tell me of any 
community that has half the services it needs, the 
medical services, the nursing services, the hospital] 
services, the disease-preventing services? I don’t 
know of any such community. There is plenty of 
modern medical knowledge and modern medical 
skill, but for the most part very poor means of 
getting it applied to the needs of the people. . . The 
product — the new Medicine — is up-to-date as the 
aeroplane, but the means of distribution, ordinary 
private practice, was age-old when the chariot was 
brand new.” After twenty-four years, both the 
product and its distribution have improved vastly. 
Almost all parts of Canada have good medical and 
hospital services, and pre-payment plan and the 
Government hospitalization scheme have helped to 


bring these services within easy reach of the 
people. Canada is now one of the few fortunate 
countries that has almost the medical services it 
needs. 

But there are vast populations in the world that. 
have almost no medical services. Thinking of the 
few scattered doctors in the outposts of Africa and 
Asia; thinking of Schweitzer at Lambaréné still, 
after forty-five years, pathetically grateful for a 
gift of some sheets of tin to patch the leaky hospi- 
tal roof; even the West Indies must stand humbled 
that it has so much. 

Seventy-five years ago our new college in 
Manitoba chose a motto: “Non Nobis Solum”—Not 
for Ourselves Alone. It had a special meaning for 
the frontier teachers and their students, and nobly 
they upheld it. In this century the evil things and 
the mundane things of civilization have penetrated 
the backward countries more quickly than the good 
things and the kindly philosophies. Let us send 
more of our Canadian doctors into the firing-line 
of World Medicine, to have them return with 
broadened experience and deepened sympathies. 
Let us bring more people from abroad to work in 
Canada and learn what we have to teach. When 
our College reaches its hundredth anniversary its 
motto will have gained a greater significance if 
these things have been done. 
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Editorial 


; ae ¢ a ¢ a fe 9 a og 
S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 


In the Image of God 


“So God created man in his own image.’ 
Genesis 1: 27 


“And now I see with eye serene 
the very pulse of the machine 
And yet a Spirit”... 
Wordsworth: “Perfect Woman” 

The image of one’s own body perceived by each 
individual is a schema of great complexity based 
on intricate physiologic and psychologic mechan- 
isms. Referred to in the literature as the body 
image, it is an important topic with neurologists, 
psychiatrists and philosophers interested in the 
theories of knowledge. 


No attempt to encroach upon these sacred 
premises of neuro-psycho-philosophy will be madc 
in the ensuing lines. The image of the body which 
will be referred to will not be the tridimensional 
picture that everyone has of himself — the body 
image, but rather the symbolic image of the human 
body in general as it appears to the imagination of 
of man accustomed to think in analogies, similes 
and metaphors. 


From the dawn of history man was wont to 
compare his body to an object that he thought he 
resembled most, not so much in appearance as in 
essence. A favourite old metaphor was that of a 
vessel containing the soul. Another one was that 
of clay modelled by the hand of the Master. During 
the middle ages, when alchemy enjoyed great 
popularity, the body was often compared to an 
alchemist’s shop, an image, probably not dissimilar 
from that carried by the modern biochemist. 


With the advent of the industrial age a new 
convenient image — that of the machine became 
available to the layman, the poet and the scientist. 
This image was destined to dominate the imagina- 
tion of man for many years to come. Descartes in 
the 17th century was the first to use it in his concept 
of the human body. The iatromechanical school of 
physicians founded their therapies on the premise 
that man is a machine, and his diseases are mecha- 
nical derangements. To them the machine was 
more than a symbol, it was a model of the actual 
reality of man. To them, as to many scientists of 
more recent vintage man was identified with the 
machine, 


The age of electronics and automation replaced 
the simple model of the old fashioned machine by 
the more complex one of self perpetuating, self 
regulating mechanism of the closed feedback. To 


quote Robert S. Palmer (The News No. 168): “This 
is nature’s automatic calculator complete with 
circuits (nerves), transistors (ganglia and mid-brain 
centers), switches (synapses), and recording oscillo- 
graphs (cerebral cortex). It precisely assays 
relative degrees of danger and safety, alerts or 
reassures accordingly, as reported by the only one 
who knows — the individual self-consciousness. 
Industrial automation is providing closer and closer 
parallels of physiology even to chemical switches, 
very similar to bodily neuro-transmitters. These 
contrivances of the engineers, many of them de- 
scribed by Woodbury in Let Erma do it (New York 
Harcourt Brace, 1956) allow a fresh diagrammatic 
look at the complicated physiology and psyche of 
our patients. The mid-brain is the automatic relay. 
External input is not only perception or sensation 
from sight, sound, and touch, but also memory, 
conscious or unconscious, held by the lag screen 
oscillograph of the cerebral cortex throughout life. 
The mid-brain relay transmits appropriate output 
to muscles and internal organs, all of which feed 
back internal sensations or impulses to the mid- 
brain relay while the brain or cerebral cortex 
records the processes.” Streamlined by cybernetics 
the mechanical model now seemed complete. 


It comes, therefore, somewhat as a surprise to 
find that yet another model is entering the arena 
at this belated hour — the model of the clock. In 
his paper “Time and the Nervous System” (Lancet 
1:1139, May, 1958), William Goddy makes the 
following statement: “Man, being equipped psycho- 
logically with a sense of space and a sense of time, 
may be considered physiologically as a clock 
system.” Since in his view “all that is necessary 
for a clock is the detectable phenomena of accurate 
repetition,” it follows that the arterial pulse, the 
movements of respiration, the rhythmic activity of 
the alimentary tube and numerous rhythmic 
functions of the automatic nervous system are 
clocks. Above all, the cerebral cortex with its 
function “to select, differentiate, condense and 
abstract rhythms or patterns of neuronal activity” 
and with its rhythmic electroencephalographic 
patterns is a clock par excellence. 


That this latest addition to the Medical Museum 
of Metaphor may not be the last, is a possibility. A 
radio, a television set, or possibly a telephone 
(particularly one with built-in wrong numbers), 
are likely candidates. So may be some newer ultra 
precision instrument, or war weapon. 

While the mechanical model is still a going 
concern in the world of science, it appears to be on 
its way out in the world of art. The futurists and 
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surrealists have exploited it mercilessly since the 
peginning of the century. Now art, particularly 
poetry, has wearied of it and has thrown it over- 
board. Illustrative are the following lines from 
“Sheepdog Trials in Hyde Park” by Cecil Day 
Lewis: “But they are not machines, you can feel 
them feeling mastery, doubt, chagrin — machines 
don’t frolic when their job is done.” 

The lay public too appears to have tired of the 
machine image. Less frequent are the references 
to the “motor that is conking out,” the “plumbing 
that is on the blink,” the “ticker that is out of 
order” or the “old Ford that has to be traded in for 
anew model.” 

There is a quest for a new image. 
Anybody remember “the image of God’’? 
Ed. 
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Abstracts from the Literature 
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Fibrinolytic (Plasmin) Therapy of Experimental 
Coronary Thrombi with Alteration of the Evolu- 
tion of Myocardial Infarction: Ruegsegger, P., 
Nydick, I., Hutter, R. C., Freiman, A. H., Bang, 
N. U., Cliffton, E. E. and LaDue, J. S. Circulation, 
Vol. 19: 7-13, 1959. 

Human plasmin (fibrinolysin) is an enzyme, the 
effect of which has been studied previously on clots 
in peripheral vessels, but this is the first reported 
experimental study to investigate the effect of 
fibrinolytic blood on coronary thrombi and myo- 
cardial infarctions. 

The coronary trees of exposed dog hearts were 
delineated by injection of radio opaque material 
into a small coronary side branch. Intracoronary 
thrombi were then produced by inducing clotting 
in a dissected segment of a coronary artery. This 
segment was narrowed but not occluded distally 
by a stenosing ligature to prevent slipping of the 
clot. The artery segment was isolated between two 
clamps for ten minutes and a hypercoagulable 
state was induced by intraluminal injection of a 
mixture of 0.5ml. of freshly prepared serum and 
2ml. blood. 

Change of clot size was determined at one to 
two hour intervals by serial radiograms for at least 
8-15 hours in control groups, and until lysis 
occurred in treated groups. 

Treated animals were given an intravenous in- 
fusion of fibrinolysin commencing from 1-8 hours 
after production of thrombus. Treated animals 
were killed within one hour of restoration of 
vascular patency shown by arteriograms. Tissue 
Studies were done on all groups. 

Of 44 animals, 28 were lost due to complications 
of the procedure, usually ventricular fibrillation. 
In 16 animals it was possible to produce coronary 
thrombi measuring 8-20mm. in length. In the 7 
untreated animals the microscopic sections showed 


typical acute infarction of myocardial muscle, with 
many microthrombi. Of the 8 treated animals, four 
showed complete lysis of clot in 3-7 hours. Partial 
lysis occurred in 4 cases, 3 having died of compli- 
cations, and one having a tiny residual clot. Micro- 
scopic sections of the treated infarctions showed 
less marginal edema, less capiillary dilatation, less 
epicardial fibrin deposition, and no capillary 
microthrombi, even in the cases without complete 
lysis of the primary thrombus. No deleterious 
effects of plasmin were noted. 

The favorable appearance of the sections of 
treated myocardial infarctions even before lysis of 
primary clot suggests that the fibrinolytic blood 
may penetrate the infarct by collateral perfusion. 
The effect of rapid restoration of capillary patency 
on the myocardial viability is being studied. 

The use of fibrinolytic therapy in treatment of 
human coronary thrombi seems feasible particu- 
larly as a purified preparation of plasmin is now 
available for human use. 

V. M. Storrie. 
+ 
Evaluation of the Transaminase Test: Agress, C. M. 

The Am. J. of Cardiology, Vol. 3: 74-93, January, 

1959. 

The literature is reviewed and case reports tabu- 
lated to assess the reliability and use in diagnosis 
of the serum glutamic oxalacetic transaminase 
(SGO-T) estimation. 

Glutamic oxalacetic transaminase is an enzyme 
found in plants, animals, and bacteria, as well as in 
human heart muscle, skeletal muscle, brain, liver, 
kidney, testis, lung and spleen. Normal values are 
very constant in health, ranging from 8 to 40 units, 
irrespective of food, exercise, and physiologic 
variations. This test has been found most useful 
in detection of myocardial infarction and hepatitis, 
and values have been found increased only in 
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states where there is acute damage to tissue with 
high GO-T content. In experimental studies, un- 
complicated myocardial infarctions have been pro- 
duced in animals, and as little as one gram of 
infarcted heart muscle will cause SGO-T elevation. 

In 1255 reported cases of acute myocardial in- 
farction SGO-T titers were elevated in 96.6%, and 
in cases which came to autopsy the findings corre- 
lated in over 98%. Estimations made before the 
release of enzyme from the infarcted area, or 
taken too late to catch the peak (about 24 hours) 
may be misleading. Hence serial determinations 
are necessary. 

In cases of acute angina or coronary insufficiency, 
it is not possible to state the accuracy of the test, 
as further autopsy correlation is required. It would 
seem that where significant rise of SGO-T occurs, 
an area of infarction should be suspected even if 
electrocardiographic and clinical evidence is equi- 
vocal. SGO-T has been reliable in distinguishing 
ischemia from infarction. In cases where peri- 
carditis is to be differentiated, a normal titer is in 
favor of pericarditis, as elevated titers have been 
found only where subepicardial myocardial necro- 
sis co-exists. SGO-T may be high in patients with 
rheumatic myocarditis, but cannot be used to 
follow the clinical course. Furthermore, salicylate 
therapy may produce an elevation. 

Myocardial and pulmonary infarctions cannot be 
always distinguished, but a pulmonary infarction 
must be extensive to produce an elevation, the rise 
occurs after the 4th day, and usually not above 75 
units. Pulmonary edema and congestive heart 
failure do not usually increase the transaminase 


activity. Cardiac arrythmias with a sustained rate 
above 180 per minute may give elevated titers. 

Conditions arising outside the central nervous 
system which increase the transaminase activity 
will not affect the spinal fluid GO-T. However, any 
active disease of the CNS may be present with a 
normal spinal fluid GO-T, or may show a rise in the 
spinal fluid as well as in the serum. Titers occur- 
ring in cerebro-vascular accidents persist for 
several days or weeks. 

The SGO-T is a sensitive indicator of liver 
disease, even before icterus appears, and is there- 
fore useful in detection as well as in following the 
course and severity. Extra-hepatic jaundice usually 
has levels below 300 units, while intra-hepatic 
disease gives high levels. SGO-T may be more 
sensitive than alkaline phosphatase tests in the 
detections of liver metastases. SGO-T is not ele- 
vated by bone lesions, while phosphatase is affected 
by either liver or bone metastases. Levels in pan- 
creatitis may vary depending on involvement of 
the biliary tract. 

The administration of opiate drugs, and salicy- 
lates may increase SGO-T activity, but levels 
remain normal in the presence of digitalis. 

Other enzyme studies have shown that lactic 
dehydrogenase (LDH) estimation may be useful in 
delayed diagnosis of myocardial infarction as it 
remains elevated several days longer than SGO-T. 
Pyruvic transaminase (GP-T) is more sensitive to 
liver cell damage than to myocardial infarction. 

Miscellaneous conditions which may or may not 
affect enzyme activity are tabulated. 

V. M. Storrie. 


The Neil John Maclean Memoria] Award for Clinical Investigation 


The Winnipeg Clinic Research Institute announces 
The Neil John Maclean Memorial Award for Clini- 
cal Investigation: 

1. Applicants must be graduates in Medicine 
of not more than five years residing in Manitoba. 
The adjudicating Committee, however, may vary 
this condition so as not to exclude internes or 
fellows who have been engaged in general medical 
service with the Forces or in civilian practice. 

2. Residents or internes of teaching hospitals 
should submit their papers through the Chief or 
a senior member of the Department in which the 
work is being carried out. If an applicant is not 
on the staff of a teaching hospital he should apply 
directly to the Honorary Secretary. 

3. The submitted paper must be based on 
observations made in large part by the applicant 
himself while a resident of Manitoba. Credit will 
be given for evidence of independent thought. 

. 4. The paper should be written in the style used 
Mm an appropriate Medical Journal. 


5. The paper must be entirely written by the 
applicant but in its composition he is free to obtain 
any advice or criticism which he may desire. 
Preference will be given to papers with a bearing 
on medical practice. 

6. The applicant may be required to appear in 
person before the adjudicating Committee. 

7. Assignment of the award shall be decided 
by the Awards Committee of The Winnipeg Clinic 
Research Institute for the Advancement of Medical 
Education and Research. Members of the Commit- 
tee will read the submissions and list them in order 
of preference. The Committee or those delegated 
by the Committee will make the final decision. 

8. Submissions should be in the hands of the 
Honorary Secretary, The Winnipeg Clinic Research 
Institute, 205 Vaughan Street at St. Mary’s Avenue. 
Winnipeg 1, Canada, before May l. 

9. The award will be available annually and will 
consist of a prize of $250.00 plus a suitably en- 
graved certificate. 
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Reported by M. T. Macfarland, M.D. 


The Columbus Plan 


At its meeting on 11th January, the Executive 
was informed of a resolution passed the week 
before by the Section of Surgery, asking it “to 
investigate the legal and ethical implications of the 
Columbus Plan and its possible implementation in 
Manitoba.” The Executive, having heard and dis- 
cussed the resolution, moved to form a special 
committee to “study and report on the legal and 
ethical implications and practicability of instituting 
the Columbus Plan in Manitoba, and obtain neces- 
sary legal counsel.” The special committee is 
under the chairmanship of Dr. Ruvin Lyons (Chair- 
man of Hospital Relations Committee) and includes 
Drs. K. R. Trueman (Chairman of Economics 
Committee) and G. L. Adamson (Chairman of Com- 
mittee on Ethics). 

For purposes of information, the following para- 
graphs give a brief outline of the purposes, nature, 
and effects of the Columbus Plan. 

The purpose of this plan is simply to eliminate 
the practice of fee-splitting. It is evidently the 
belief of the Section of Surgery that dichotomy 
still constitutes a problem in this area, and it 
further believes that the Columbus Plan, or a 
variant of it could be the means of ending this 
problem. 

The Plan originated in Columbus, Ohio, hence 
its name. The Columbus Surgical Society was 
formed in 1945 for the purpose of eradicating fee- 
splitting. Briefly, the Plan had two deterrents to 
use. First, the members of the Society were re- 
quired to submit their financial records to an 
auditor appointed by the Society to determine if 
money had been paid out to referring doctors. Since 
the surgeons of the Society controlled the surgical 
staffs of five hospitals it became obligatory for 
staff members to belong to the Society. Other 
hospitals came into this staff agreement. The mem- 
bers whose books failed to show a clean record, 
being threatened with the loss of hospital privi- 
leges, amended their ways. In the second place, 
the Department of Internal Revenue was advised 
that fee-splitting, having all but stopped in the 
area, was not a necessary business expense. In 
consequence, fee-splitting became much less profit- 
able financially. 

The method has apparently accomplished its 
objective sufficiently well that the Plan has been 
copied, with suitable variations in other areas. In 
these, too, it has been successful, and it carries the 
strong support of the American College of Surgeons. 


A certain amount of newspaper publicity has been 
given the Plan in some American cities, and some 
have thought this might invite greater public confi- 
dence in the profession. 

The special committee, at the time of this writing, 
has not submitted a final report. Comments are 
invited, either as letters to the Editor or to the 
Executive. 

R. H. M. 


© 


Northern District Medical Society 


A meeting of the Northern District Medical 
Society was held at Swan River on Saturday, 
February 21st, 1959. 

The Winnipeg party consisting of Doctors J. D. 
Adamson, C. M. Burns, J. F. S. Hughes and M. T. 
Macfarland, flew to Dauphin where some cases 
were seen at the General Hospital in the morning. 

In the afternoon, Doctors J. F. Burgess, M. 
Potoski and B. E. Symchych conducted the party 
to Swan River where they were joined by Doctors 
A. P. Cameron, J. L. Honig, L. Jonat, F. F. Malcolm, 
Matthews (Dentist) and O. Hierz, Benito, for an 
interesting clinical session at which several cases 
were shown. 

Following a brief reception, dinner was served 
in the hospital dining room under the direction of 
the Matron, Mrs. Mills. A vote of thanks was ex- 
tended to Mrs. Mills and her staff by Dr. M. Potoski. 

A brief business session was presided over by Dr. 
J. F. Burgess, President. Minutes of the last meet- 
ing were read by Dr. M. Potoski, Secretary. 
Officers were elected as follows: 

President — Dr. J. L. Honig, Swan River. 
Secretary — Dr. M. Potoski, Dauphin. 

Representative to Executive Committee of 
Manitoba Medical Association will be made at the 
spring meeting to be held in Dauphin on Saturday, 
May 9th, 1959. 

The Scientific Program consisted of papers by 
Drs. C. M. Burns on “Hiatus Hernia” and J. F. S. 
Hughes on “Heart Sounds.” Dr. J. D. Adamson 
outlined some problems faced by the Manitoba 
Hospital Services Plan. Dr. M. T. Macfarland, 
Executive Director, Manitoba Medical Association, 
spoke briefly on some aspects of Association work. 

Following the evening session, guests were enter- 
tained at the home of Dr. and Mrs. L. V. Jonat. 

M. T. M. 
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activity, Enovid supports the decidual endometrium and therefore 
encourages continuation of the pregnancy. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
a new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 
ether. 





DOSAGE IN 
THREATENED ABORTION 


Two or three tablets daily on appear- 
ance of symptoms. This dosage may be 
reduced to one or two tablets daily 
when symptoms disappear. The reduced 
dosage should be continued to term 
and an increased dose given if symp- 
toms reappear. 


DOSAGE IN 
HABITUAL ABORTION 


One or two tablets daily as soon as 
pregnancy is diagnosed and continued 
without interruption at least through 
the fifth month. Enovid may be safely 
continued to term if desired. 


ENOV ID Oral Synthetic Endometropin 


(brond of norethynodrel with ethynylestradiol 3-methyl ether) 


SEARLE / Research in the Service of Medicine. 


G. D. SEARLE & CO. OF CANADA LTD., 247 QUEEN ST., E., BRAMPTON, ONT. 
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Social News 


> 4 


Reported by K. Borthwick-Leslie, M.D. 


The Department of Psychological Medicine of the 
Manitoba Clinic welcomes to its staff Werner W. 
Hunzinger, M.D. (Heidelberg). We add our personal 
welcome and good wishes to Dr. Hunzinger. 


Ww 


The Canadian Cancer Society has announced a 
grant of $34,000 to be shared by our research 
workers. 

Drs. L. G. Israels, F. D. Bertalanffy, J. P. MacLean 
and A. Cameron Wallace with their different groups 
are concentrating on research in their respective 
fields. 


Ww 

Group Capt. G. Varnum (M.D., U. of M. ’5l, 
F.R.C.P.), has assumed command of 17 (Auxiliary) 
Wing of the R.C.A.F. here. Dr. Varnum is a 
veteran pilot of the “D” Day Normandy invasion, 
the Rhine Crossings and Arnheim operations. On 
repatriation in 1945 he returned to and completed 
his medical courses and has been staff officer, 
Medical Services, 17 Wing in the interval. Con- 
gratulations. 


Ae . 


What with the battles of the Flu, spring mud, 
seed catalogues, etc., the rest of the profession 
seems to be rather quiet, socially speaking. 


* 


However, the Obstetricians have been working 
overtime, so I’ll just detail their results: 


Ww 


MURRAY —Dr. and Mrs. J. Bryson Murray, 
Carberry, Man., welcomed on March 15th David 
Frederick, brother for Diane and Karen. 


¥ 


MAGIAN—Dr. and Mrs. V. Magian, Brock Street, 
announce the birth of Charles Anthony on March 
16th. Their first born. 


Ww 


REID — Dr. and Mrs. J. L. Reid, Selkirk, Man., 
a daughter, Patricia Louise, on March 6th, 1959. 


¥ 


STANDING—Dr. and Mrs. Harold Standing, on 
March 10th, a son, Douglas Edward. 


Ww 


THORLAKSON—Dr. and Mrs. T. Kenneth Thor- 
lakson proudly announce the arrival of Derek Paul, 
—— 6th, 1959, baby brother for Carla and 

atricia. 


A, 


WwW 


GREEN—Dr. and Mrs. Derry] H. Green, on March 
4th, a boy. 


HATFIELD —Dr. and Mrs. Clifford Hatfield 
welcomed on March 4th, 1959, a son, Kenneth 
William. 


ve 


FAST —Dr. and Mrs. B. B. Fast announce the 
birth of Carol Martha, on March 6th, 1959, sister 
for Catherine and Arthur. 


x 


BANNERMAN—Dr. and Mrs. J. A. Bannerman 
proudly announce the birth of Carla Elizabeth, on 
March 5th, 1959. 


JACKSON — Dr. and Mrs. Donald S. Jackson, 
Cornwall, Ont. (formerly of Winnipeg), announce 
the birth of a son, David Harry, on March 16, 1959. 


Ww 


LECKIE—Dr. and Mrs. G. B. Leckie are happy 
to report the birth of a daughter on March 19th, 
1959, Regina General Hospital. 


vt 


GYDE — Dr. and Mrs. M. Gyde, on March 24th, 
welcomed a daughter, Kathryn Mary. 


A 


MACPHERSON — Dr. and Mrs. Roderick Mac- 


pherson, on February 28th, 1959, welcomed Sandra 
Lyeen, baby sister for Ricky. 


CHUNN — Dr. and Mrs.- Gordon Chunn, Aurora, 
Ont., welcomed a son, John Douglas, on February 
23rd, 1959, baby brother for Cathy, Barbara and 
Kenneth. 

Thank you, Dr. Chunn, for your note and your 
good wishes. Glad my “gossip” is interesting to 
those who have moved to farther fields. 


wv 


BONAR—Dr. and Mrs. Gordon Bonar, Deloraine, 
Man., announce the premature birth of James 
Barrie Allan, pocket edition brother for Donny. 
Thanks for the note, Gord, and hope they are all 
O.K. 


* 


SCOTT—On Easter Sunday Donald J. and Janice 
Scott (Donald, second year Med.) welcomed their 
8-lb. daughter, Linda Marie, first grandchild for Dr. 
Donald L. and Esther Scott. 

Quote from Tony: “After hours of stress and 
strain, Esther Scott gave birth to her grand- 
daughter.” Much tougher on the grandparents than 
producing their own two boys. 

Believe it or not, in July, 1935, I was the gal who 
resuscitated Donald J., the new father. and if I 
remember correctly had a hand in looking after 
the new grandfather at that time, too. 

How time “aflits.” 





Announcing 

An important research 
discovery for the treatment of 
oedema and hypertension 


@ im ~ I Sy N F yy  egexents. | Si, 
HY DRO 


‘nyDRODIURIL’ 10 to 12 times more potent 
than ‘DIURIL’ (chlorothiazide). For 
initiating diuresis and maintaining the cedema- 
free state in patients with cedema due to: 


© Congestive heart failure of all degrees of 
severity 

e Renal edema — nephrosis; nephritis 

« Ocedema and toxemia of pregnancy 

e Premenstrual syndrome (@dema) 

e Cirrhosis with ascites 

e Drug-induced edema 


‘xyDRODIURIL’ provides balanced excretion 
of sodium and chloride with continued 
effectiveness even on prolonged daily 
administration. This mew nonmercurial 

has an ora/ effectiveness equivalent to that 
of parenteral mercurials. 


‘uyDRODIURIL’ and ‘DIURIL’ are trade- 
marks of Merck & Co. Limited. 




















DIVURIL 





(hydrochlorothiazide) 


‘uyDRODIURIL’ 10 to 12 times more potent 

than ‘DIURIL’ (chlorothiazide). 

In hypertensive vascular disease 

‘uyDRODIURIL’ provides a striking 

reduction of the excessive blood pressure 

when administered in conjunction with other 

antihypertensive agents. 

‘HYDRODIU 

* Markedly potentiates other antihypertensives 

* Reduces dosage requirements for other agents, 
often below the level of distressing side effects 

* Smooths out blood pressure fluctuations 

* Extremely well tolerated 

Supplied 

‘aypbRoDIURIL’ Tablets, 50 mg. and 25 mg. 

in bottles of 100 and 1000. 

A product of MERCK SHARP & DOHME 


research 


Merck Sharp & Dohme 


Division of Merck & Co. Limited 
Montreal 30, Que. 
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with 4 needed 
healing actions 


further erosion. Dosage—Gel: 2 to 4 teaspoonfuls 
every 3 hours, or as needed. Tablets: 2 tablets 
(chewed for more rapid action) every 3 hours, 
or as needed. NON-CONSTIPATING... 
NON-LAXATING 





OLAN 


1. vital antispasmodic action—sentyLo.—Merrell’s 
fast, safe antispasmodic . . . relieves spasm-pain 
promptly, without atropine-like side effects. 2. 
balanced acid-neutralizing action — magnesium 
oxide and aluminum hydroxide—prompt, long- 
lasting relief . . . no laxation, no constipation. 
3. demulcent action—Methylcellulose—soothing 
protective coating covers ulcerated area, pro- 
motes healing. 4. antienzyme-antipepsin action— 
Sodium Lauryl Sulfate — effectively curbs ne- 
crotic effects of pepsin and lysozyme... prevents 









TRADEMARKS: ‘BENTYLOL,’ KOVANTTL 







THE WM. S. MERRELL COMPANY 
New York - ST. THOMAS, ONTARIO - Cincinnati 
Another Exclusive Product of Original Merrell Research 
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In the office management of mental and emotional 
disorders and in the control of nausea and vomiting 


STELAZINE* 


IS OFTEN EFFECTIVE 


WHERE OTHER AGENTS FAIL 





S.K.F.’s low-dose tranquilizer and antiemetic 


offers the clinician 4 significant advantages: 


e Fast therapeutic response— 
symptoms often relieved within 24-48 hours 

e Efficacy in very low doses— 
usual dosage is 2-4 mg. per day 


e Inherent long action— 


need be given only once or twice daily 


e Low incidence of side effects— 


seldom any interference with therapy 


i 

















SMITH KLINE & FRENCH + MONTREAL 9 


@) 


* TRADE MARK FOR TRIFLUOPERAZINE, S.K.F. 


§224c 








A PRODUCT OF RESERR 


ORAL IRON—A NEW PRESENTATION 


apsules 


Many constructive reports originating from doctors who are prescribing 
CEREVON in many countries throughout the world sponsored the 
developments to improve its effectiveness still further. It became evident 
that it was necessary to present CEREVON in a new form to achieve an 
even more rapid disintegration, coupled with increased stability. 

During the past two years, tests have been carried out presenting Ferrous 
Succinate in many forms—THE MOST SATISFACTORY OF WHICH 
HAS PROVED TO BE A CAPSULE. 





| Providing these outstanding advantages : | 





(1) ferric iron content is not more than 0.8.mg. and does not increase on 
prolonged storage. 

(2) disintegration is rapid (5 minutes). 

($3) intolerance is less than 1%. 

(4) haemoglobin response is 1%—2% per day. 





CEREVON (Ferrous Succinate), originated and developed in our own 
laboratories, is prepared from the mild, atoxic ferrous salt of succinic acid 
and is now clinically established as the most effective organic salt, re- 
quiring no other additives to produce a rapid haemoglobin response or to 
reduce the intolerance and side effects usually associated with oral ferro- 
therapy. 








VAILABLE FOR PRESCRIPTION 
from Ist MARCH 


CEREVON IN $3 FORMS: 


CAPSULES, TABLETS, ELIXIR 





| FORMULAE | 





CEREVON CEREVON ‘B’ 


Each capsule/tablet/teaspoonful contain Each capsule/tablet/teaspoonful contains: 


Ferrous Succinate Ferrous Succinate 


' Thiamine Hydrochloride 
Riboflavin 





| PRESENTATION | 





CEREVON CAPSULES CEREVON ‘B’ CAPSULES 
bottles of 100 and 1,000. bottles of 100 and 10,000 


CEREVON TABLETS CEREVON ‘B’ TABLETS 
bottles of 100 and 1,000. bottles of 100 and 1,000 


CEREVON ELIXIR CEREVON '‘B’ ELIXIR 
bottles of 4 ozs. and 20 ozs. bottles of 4 ozs. and 20 ozs. 





| DOSAGE | 





One capsule, tablet or teaspoonful between meals or as prescribed. 
Indicated in all iron-deficiency states and especially anaemias of pregnancy. 


(ona. mem purely British Pharmaceuticals 


CALMIC LIMITED, 220 BAY STREET, TORONTO, ONTARIO 
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Winnipeg Medical Society 
Report of Nominating Committee 

The following report was presented to and 
accepted by the Council of the Winnipeg Medical 
Society on February 16th, 1959. Prior to that time 
all candidates agreed to allow their names to be 
placed on the ballot for election at the Annual 
Meeting in May, 1959. The Nominating Committee 

is pleased to present the following report: 


President: 
Dr. D. Parkinson 


Vice-President: 


Dr. M. H. Campbell 
Dr. R. L. Cooke 


Secretary: 
Dr. J. T. MacDougall 
Dr. P. K. Tisdale 


Treasurer: 
Dr. T. W. Fyles 
Dr. C. W. Hall 


Trustee: 


Dr. J. P. Gemmell 
Dr. M. J. Lehmann 


Life Membership: 
Dr. T. C. Brereton 
Dr. M. R. MacCharles 
Dr. J. S. McInnes 
Dr. P. H. T. Thorlakson 


Clinical Session at the Winnipeg 
General Hospital 


A very excellent display of exhibits was prepared 
by the Winnipeg General Hospital for the Winnipeg 


Medical Society’s annual clinical session, held Fri- 
day, February 20th, 1959 at 8.00 p.m. 

Some 44 exhibits covering dentistry, physio- 
therapy and all phases of medicine and surgery 
were presented, including two one-hour films. 


The session was well attended by Society mem- 


bers who were served refreshments by the hospital 


staff. 


The Society would like to take this opportunity 


to extend a hearty “thank you” and “well done” 
to the staff of the General Hospital for making this 
meeting one of the highlights of the Society year. 


——— 


New $300,000 Centre of Pharmacy 
Planned to Meet National Needs 


A new national professional “Centre of Pharmacy” 
to be known as THE CANADIAN INSTITUTE OF 
PHARMACY is the target in an intensive two 
months’ building fund campaign undertaken by 
Canada’s 9,000 pharmacists. The campaign is under 
the auspices of the Canadian Pharmaceutical As- 
sociation. 

Planned to serve individual pharmacists and 
groups associated professionally, or allied non- 
professionally, with Pharmacy, the new $300,000 
centre will be a permanent memorial to Pharmacy’s 
contribution to Canada’s public health and welfare. 
It will also be highly utilitarian, with conference 
rooms, a Museum of Pharmacy, a library of 
pharmaceutical research, social facilities, and ad- 
ministrative office space for the Canadian Pharma- 
ceutical Association and all other pharmaceutical 
activities choosing to make use of the centre. 

Other functions will probably include facilities 
for merchandising research, planning and develop- 
ment for the benefit of pharmacists in the retail! 
field where many products other than pharma- 
ceuticals are sold in intense competition with non- 
pharmaceutical outlets. 

Pharmacy’s activities in Canada are represented 
by several different national groups, of which the 
Canadian Pharmaceutical Association is the cen- 
tralized national body. The new centre is planned 
therefore to be a building owned by the Canadian 
Pharmaceutical Association in which other groups, 
if they wish, may make their headquarters in 
low-cost rental space with the common use of the 
centre’s conference rooms, its social amenities and 
other facilities housed under one roof. Close and 
immediate liaison among all activities of Pharmacy 
would also be possible. Location of the centre will 
be in Toronto, as the most central and convenient 
area for the purpose. 

The building Fund Campaign is being conducted 
under the national chairmanship of Jean G. 
Richard of Montreal, Immediate Past-President of 
the Canadian Pharmaceutical Association, with the 
assistance of provincial chairmen in each province. 
The organization extends through provincial dis- 
tricts, sub-districts and local areas in each province, 
to enlist the support of every pharmacist in 
Canada, and from associated pharmaceutical inter- 
ests in the manufacturing and distribution fields. 

A rapid, intensive campaign program is designed 
to continue over a period of two months and is 
designed to reach a maximum result with a mini- 
mum of time and effort required from individual 
pharmacists. Campaign headquarters are located 
in the National Offices of the Canadian Pharma- 
ceutical Association at 221 Victoria Street, Room 
308, Toronto 1, Ontario. 
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NASAL CONGESTION — 


in children 


_ quickly relieved 


‘ FLAVEDRIN 
MILD 


ANTISEPTIC 
DECONGESTANT 


Dropped or sprayed-info the nose, 
aqueous isotonic Flavedrin provides 
quick relief and comfort for the 
patient with a congested running 
nose. The mucous membrane shrinks, 
secretion is reduced and ventilation 
and drainage of accessory sinuses 
promoted. The antiseptic component 
is effective against a large number 
of pathogenic organisms. 


> 








“FLAVEDRIN” MILD 


Ephedrine hydrochloride............. 0.3% 
Aminacrine hydrochloride BP ... 0.1% 


Packaged in '4 oz. bottles with dropper. 


ADMINISTRATION: instil or spray 
three or four drops into the nostrils every 
three or four hours. 


Charles &.Frosst & Co. 


MONTREAL CANADA 
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(NOTABLY SAFE AND EFFECTIVE FOR CHILDREN, TOO. 





FOR YOUR ASTHMATICS 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
OPTIMAL EFFICACY 







illproof -« Leak 


7°) 






Available with 
either epinephrine 
or isoproterenol 


Medihaler-EPI 


. Epinephrine bitartrate, 7.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.15 mg. epinephrine. 


Medihaler-ISO“ 


Isoproterenol sulfete, 2.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
measured 





C10) ote bee lel-tomE-( <1 el-fe) Mia al-fellet-bdlelat— 


* Shatterproof 





VOR Col eat-aarer-tihvamaal= 







Contains no alcohol. Each . 
dose contains 0.06 mg. isoproterenol. Riker ‘ 
Ontario 


(April. 1959 












(Aeyw ©} ‘AON) 

PasAu! eqoyiuey 

"M’S Wods “sig 
Jed!Utj YOOu-00'0 | 





(ysuoWw Yrde9 ‘sen, 
puz of JOld *pam) 
youn] 4484S |e21pew 





(S4NYL PAE 8 451) 
“YoUuny “UID SLEZL 





(Aepis4 p4g) 
uodayrIUN] jes!ul|/> 











j22164NS OO LL-OL 
21U1|5 
JOWN| 0001-6 





| 





|@sauad uopueig 





spunoy psem 
I22!PEW OO*ZI-LL 








jesauas Badiuuiyy, 














spunoy pen 
pue *ju0> 
SH24S [€2!U1/D OF'8 





spunoy 
P42M OFZ L-0E'8 








(‘Bay 9 Aine *xe 
"Sanu, Ys 8 PUZ) 
uoaysuny 
1221415 OO*ZL 
JUl/D OWN OO LL 


(Aepsaupem Uy) 

HUN 2eIPIeD OE:Z 1 
spunoy puesd 00° 1 | 
| 1®21484SGO 006 


spunoy 
je2164ns OO? LL 























JeuiMas Aj ,aa/\\ 
‘wd 00'Z - 0071 











(Aepsoupam puz) 
sysyeag 40 
MaiAay “wd O¢'Z 











PLIOJDIIA 
(Aepuow puzZ JO 4s) 
uosy2uny winioyeues 
jer!ul|D> O71 S22}!U0G “4 
spunoy 
2144e1IPSed 00*6 9284!U0g “4S 
jedisiuny 





(Aepsan, puz) 
uoayruny jeriul|> 


(Aepuow pe) 
SOjJIWLUO SNSsi} 


eIpsooisasiyy 





AsaBing SLiLt 
"UA 8 “GO O£'01 
SUlrIPEW SV*6 
S2144e1IPSlg 00'S 


(Aepsen| pig) 
uosYyrIUN} jed!UI|> 























a2e1s 
(Aepuow 4s |) 
spunoy PseM OO' LL uosysun] jed!ul|> a6po7 130g 
(Aepsoupem Ui) 
(Aepisy 481) Ma!Aay 449 O01 L 
uosysuny 92Ud19jU07 SJQUIWSS 
e2!UlD OF*ZL “Ysed [P21UHD OOFLL | BeNpesBysog OO*Z1 
99U948jU07 BDIAJVC VY, spunoy BIAIZS ,,D,, BIIAIIG ,,9,, spunoy 
WOQMEN 00°6 | spunoy 4421S 0001 P4eM PUBID 0O0'LL SPUNOY HIS OL'6 | SpuNoY eS 00:01 jer164ng 00*ZL $,Uasp|!4D 
Aepanyes Aepiag Aepsunul Aepsoupom Aepsony Aepuow jesidsoyy 





SONILIAIW IWLIdSOH 











302 The Manitoba Medical Review [April, 1959 


— 












a 


FAST, PROLONGED RELIEF 
FROM GASTRIC DISTRESS 
The balanced antacid combining a powerful 
buffering effect with a neutralizing action. Neither 
laxative nor constipating. 


(triple precipitate) 


Each 15 grain 
TRIPAL tablet 
contains: 


Magnesium 
Carbonate 


Calcium 
Carbonate 


Dried Aluminium 
Hydroxide Gel. 


Samples and 
Literature 
on request 





yp! 


P.O. Box 99 
c. L. BENCARD Weston, Ontario 











on 
duty <4 
24 hours> 


"ROCHE' 
New low-dosage, 
long-acting sulfonamide 


e highly active 

e extremely well tolerated 

e convenient and economical 
Tablets, 0.5 gm., Suspension, 0.25 gm./tsp. 


MADRIBON* — 2,4-dimethory-6- 
sulfanilamido-1 ,3-diazine 


HOFFMANN—LA ROCHE LIMITED 


MONTREAL 
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Multiple Vitamin Capsules 


Wyeth 














e For the patient on a restricted diet 
e For the patient with poor eating habits 
e For the patient given to “food fads” 


e For the patient convalescing from a 


wasting disease or surgery 


e For the patient “building up” for 


an operation 


“REG. TRADE MARK 


EACH CAPSULE CONTAINS: 


Vitamin A Activity... .......0600005 5000 1.U 
(from Carotene 1000 units; from fish 
liver oils 4000 units) 
ator piers iw icy tax erO c/SaNereis oebaus 500 1.U. 
NI aaikesiciniac tein oaiansivoneisls-otsnes 1 mg. 
IMD oie crits coil oi aidicess-o vtesoa atone 2 mg. 
PN sicewscisis og niece saeco 10 mg. 
*Calcium d-Pantothenate (as dl Salt)... .. 10 mg. 
a Re I ee 1 mg. 
Ascorbic Acid (as Sodium Salt).......... 30 mg. 
Fe are 20 mg. 
EOFIGE TORS ADE... cis ce wicdine ses 125 mg. 


*The significance of this vitamin in human nutri- 
tion is not yet established 

MAINTENANCE DOSE: One Vitule daily 

THERAPEUTIC DOSE: One Vitule, three or four times daily 
SUPPLIED: Bottles of 30, 100 and 1000 
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DEPARTMENT OF HEALTH & PUBLIC WELFARE 


COMMUNICABLE DISEASE PICTURE 


North of 53 
District 
First case of Para- 
lytic Polio for this 
year reported from 
Churchill. Infecti- 
ous hepatitis quite 
prevalent in this 
area but scarlet 
fever is decreas- 


ing. 


Northern District 
Infectious hepatitis still being re- 
ported. Several cases of whooping 
cough reported and are the first 
from this area since the fall. 


Northwestern District 


LIST OF DEATHS FROM COMMUNICABLE DISEASES 
February, 1959 


URBAN: Cancer, 79; Pneumonia, Lobar (490), 2; Pneu- 
monias (other forms), 19; Puerperal Septicaemia, 1; 
Chickenpox, 1; Other diseases attributable to virus, 1. 
Other deaths under | year, 18. Other deaths over 1 
year, 238. Stillbirths, 21. Total, 380. 


RURAL: Cancer, 23; Pneumonias (other forms), 5; Septi- 
caemia and Pyaemia, 1; Tuberculosis, 4. Other deaths 
under 1 year, 14. Other deaths over 1 year 122. Still- 
births, 6. Total, 175. 


INDIANS: Other deaths under 1 year, 1. Other deaths 
over | year, 8. Total, 9. 


General 

Persons in the city of Winnipeg requiring the official 
stamp for their International Certificate of Vaccination 
should be sent by their physician to the Department of 
Health, 320 Sherbrock Street or The Winnipeg City 
Health Department, City Hall. Please do not send 
patients for this stamp to the Legislative Buildings. 

The new polio vaccine containing Diphtheria and 
Tetanus — known as Triad is only to be used for 
reinforcing doses not for primary series as antigen 
content is not high. 


The first reported cases of scarlet 
fever from this area have been Winnipeg District 
received and it seems fairly pre- Scarlet fever con- 


valent. 


tinues to show a 
decrease. Infecti- 
ous hepatitis and 
meningococcal 
meningitis are on 
the increase. Four- 
teen new _ tuber- 
culosis cases re- 


ported. 
Brandon District Central District 
Infectious hepatitis A few of 
is decreasing. Scarlet fever have 
Scarlet fever con- been reported. 
tinues and several Nothing of any 
fairly large out- other significance 
breaks of measles from this area. Southern District 


reported from the 
district. 


No further typhoid reported. 
Infectious hepatitis and scarlet 
fever still being reported. 
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Detailmen’s Directory 
Representing Review Advertisers in this issue, 
whose names are not listed under a _ business 


address. 


Ames Company of Canada, Ltd. 


W. H. Davis .. 


Arlington-Funk Laboratories, division 
U.S. Vitamin Corp. of Canada, Ltd. 


Ed Lessor .............. 


Ayerst McKenna and Harrison 


WW. o. Cae ...-........ = 
Cc. C. Savage -.:......... 


Jack Gstrvow ................ 


Bencard, C. L. 
W. J. Tarbet .... 


Borden Company Ltd. 


Ken Hodges ................ 


British Drug Houses 
W. S. Langdon ............ 


De, PO «6a. n css 


Carnation Company Ltd. 
D. G. (Don) Ramage 
H. A. (Hal) Hughes ... 


D. E. (Dan) Wright .... 


R. E. (Roy) Constable 


Ciba Company Ltd. 
Edward Stephany ..... 
Leslie D. MacLean. ... 


Connaught Laboratories 
Brathwaites Ltd. ........ 


Cow & Gate (Canada) Ltd. 


Keith Searle . 


Frosst, Charles E. 
W. M. Lougheed ........ 


W. J. McGurran .......... 


E. R. Mitchell ............. 


R. P. overt .............. 


Geigy Pharmaceuticals Ltd. 


L. H. Lockshin ........... 
T. (Tony) Ulicki ....... 


Hoffmann-La Roche Limited 
Paul E. Prendergast .. 


Wilf Baldwin ........ 


Horner, Frank W. Limited 


ee ee ee ne 
8313 in dass en cova tad 


Frank Lowe ................ 


VE 2-4869 


GL 3-0807 


. HU 9-7115 


SU 3-4558 
ED 4-3240 


HU 9-4438 


. AL 3-4319 


GL 3-1325 
TU 8-5341 


SP 2-5836 
JU 6-7712 
ED 1-3515 
VE 2-1995 


HU 9-7292 
CE 3-3240 


WH 2-2635 


ED 9-1347 


.. HU 9-3963 


AL 3-0722 
HU 9-6164 
AL 3-4032 


.. JU 9-5472 


ED 1-4013 


AL 3-1962 
HU 9-8236 


JU 9-1691 
SP 2-6958 
VE 2-5821 


Lederle Laboratories 

J. G. Jonasson .. SP 5-4862 

W. C. Hall ELC a ee . HU 9-2207 

Se MR IIR 55 ooo cc ccetccsecucsciccenaseceds .. AL 3-0437 
Merck, Sharp and Dohme (Canada) Ltd. 

a rer GR 5-5702 

bE GL 2-6880 

E. J. Strimbicki AL 3-5767 
Merrell Company, The Wm. S. 

Norman Haldane = .. VE 2-3909 

L. Raymond Scott SP 4-8079 
Ortho Pharmaceutical Corp. 

Don MacDonald .............................. . GL 3-4549 
Pfizer Canada 

ae . TU 8-1193 

Sener GL 3-6226 

A TU 8-1391 

Blake Johns ............ page beeen ares, SP 5-1404 
Poulenc Limited 

W. J. Plumpton GR 5-5561 

Archie W. Lee ............ .. GR 5-1588 
Riker Pharmaceutical Co. Ltd. 

John R. Falconer Aas GL 3-5385 
Robins (Canada) Ltd., A. H. 

Harold Tetlock . sesacccerceeecres-- OP 56004 

Oe AME nce ances nc scscocnensneenscenes ED 4-1367 
Schering Corp. Ltd. 

je, ee . HU 9-4346 

oem: 1), FRO MIOM .........5.5...-..000..-2scccn.. LE 3-4447 

Allan L. Segal HU 9-7701 
Schmid (Canada) Ltd., Julius 

ee IN oo ince sscceesivesoumeastcenidctesen: . LE 3-8664 
Searle & Co., G. D. 

Marry Champers ............................. LE 3-6558 
Smith, Kline & French Inter-American Corp. 

Boyd C. Affleck VE 2-1237 

Bob Court ED 8-8093 
Squibb & Sons, E. R. 

eee .. GL 2-9859 

M. G. Waddell GR 5-1552 
Will, Charles R. 

VE 2-2055 


A. C. Pagne ..............:.. 


Winthrop Laboratories 


R. M. Kelly .. Res. GR 5-6038 


A. E. Pauwels CE 3-2024 

Wyeth & Brother, John 
A.W. CHMRRY ......n.<..3.05006505..-. HU 9-5604 
JU 9-4273 


eee 
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antibacterial 
preparation for topical 
treatment of eye infection 


SODIUM 
SULAMYD 


Brand of sulfacetamide sodium U.S.P. 


wud wing uF 


CORPORATION LiMiTED mONTREAL 








doctors’ 
examining 
tables 


Pictured above is one of the aay designed R591 Medical 
Examining Tables as ft clinics and 
individual doctors’ offices. Table Features: “@ All Birch 
Plywood construction * Step pulls out from front of table 
@ Upholstered with 1” live rubber and first grade leath- 
erette. 
Enquire about our physiotherapy tables and equipment 
Manufacturers of Wooden Examining Tables Since 1935 


p. stoller & co. 


Established 457 LOGAN AVE. PHONE WH 3-0269 
1914 WINNIPEG 2, MANITOBA 





























Doctors’ and Nurses’ Directory 
247 Balmoral Street, Winnipeg 1, Man. 
24-Hour Service 

Phones: Victorian Order of 
Doctors’ — SU 3-7123 Nurses — Night calls, 
Nurses’ — SP 2-2151 Sundays and 


Registered Nurses Holidays 
Practical Nurses Phone SP 2-2008 


Dental Emergency Service 
P. BROWNELL, Reg. N., Director 





Grinding Specialist 
Sharpening and Polishing 
all types of Surgical Instruments 
Phone JU 6-6453 


P. BARSONY 


425 Selkirk Ave. Winnipeg 4, Man. 


























STEWART N. KING LTD. 


Edmonton St. 


Phone WH3-3227 +« A Complete Optical Service 

















Doctor Required 


Wanted — Doctor for Rural Municipality 
of Silver Creek, consisting of six townships, 
with the Villages of Angusville and Silver- 
ton. (Doctor’s territory is not limited to this 
district). The municipal roads are excep- 
tionally good with No. 45 highway 13 miles 
to Rossburn Hospital, 14 miles to Russell 
Sacred Heart Hospital. 

The municipality provides a five room 
house with automatic oil furnace, rent free, 
plus $500.00 a year as health officer. There 
is also an Indian reservation close by. 

Write: Mr. Adam Chaytor, Secretary 
Treasurer of Rural Municipality of Silver 
Creek, P.O. Angusville, Man. 


























